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EDITORIALS 


THE NEW VETERANS 
ADMINISTRATION HOSPITAL 
AND THE MEDICAL SCHOOL 


In view of what has been said of the Uni- 
ersity of Oklahoma Medical School, this is 
‘V. A.” meaning “very apropos”. Clarence 
». Bates, M.D., Manager of the V. A. Hos- 
jital is a graduate of the Medical School. It 
s fitting that he should preside over the 
pening of the great V. A. Hospital adjacent 
o his alma mater and help to negotiate the 
ans for effective cooperation and affilia- 
ion in the care of the sick and the pursuit 
if medical education. Though this 10 story, 
196 bed, completely appointed hospital might 
vell be considered an adequate medical 
center within itself, it becomes a unit in the 
University Medical Center. 

Because of this affiliation with a large 
staff of consulting specialists from the 
Medical School faculty, this hospital will at- 
tract problem cases and thereby augment its 
educational values for both graduate and 
undergraduate medical students. This fea- 
ture of the affiliation significantly ad- 
vances the cause of clinical research. 

In keeping with the cooperative plan, for 
the time being Doctor Bates plans to open 
only 260 of the 496 beds. When the move 
from the Will Rogers Field is accomplished, 
this number can be staffed with very few ad- 
ditional employees, thus avoiding serious 
immediate competition in the employment of 
hospital personnel. 

In a_ personal communication Doctor 
Bates says, “It is the desire of Admiral 
Boone and the staff to render the best possi- 
ble care to the disabled men and women who 

served our country in time of need; also to 
work in close affiliation with the University 
to make this a great treatment and teaching 
center”. May this desire be fully realized 
through the advancement of scientific medi- 
cine. 


SCHOOL HEALTH IN ACTION 


If anything in the realm of human wel- 
fare is more important than school health, 
it is family health, especially for the child 
of pre-school age. Physicians who help 
bring children up to school age in good physi- 
cal condition should be vitally interested in 
school health and the accepted requirements 
of a well rounded school health program. 
Dr. C. M. Bielstein, chairman of the State 
Medical Association Schoo] Health Sub-Com- 
mittee, says that such a program should con- 
sist of “healthful environment, health edu- 
cation, and health services”’. 

It is obvious that such a program to be 
successful must have the individual interest 
and support of all parents, teachers and 
physicians. Also it must have the collective 
cooperation and support of community agen- 
cies interested in public health and com- 
munity welfare. 

With these facts in mind the State Health 
Department, the Oklahoma Board of Edu- 
cation, the Oklahoma Advisory Health Coun- 
cil and the State Medical Association Sub- 
Committee on School Health have cooperated 
in the production of a sound film entitled 
“School Health in Action’. As a means of 
visual education this picture should be a 
great success. Every person in the State 
should see it. The picture was well planned; 
the theme is well presented with sustained 
action carrying conviction. “Seeing is be- 
lieving”’. 

Every member of the State Medical As- 
sociation should see and believe and co- 
operate in community plans to give the film 
a wide showing. Parents, physicians and 
teachers should see that every school district 
is converted into a community of believers. 

There is no better way than to arrange for 
a showing of “School Health in Action”. 
Congratulations to the State Health Depart- 
ment and the cooperating agencies. 
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AT YOUR SERVICE 

Regardless of what you think of the Uni- 
versity Hospitals and the University of Okla- 
homa School of Medicine, these figures 
should catch your eye and command your 
consideration. They are lifted from the 
Roundup at the University of Oklahoma 
Medical Center: “9,801 discharged inpatients 
spent a total of 131,189 days in University 
Hospitals . . . 1,596 babies were born during 
the year . . There were 77,994 patient 
visits in the outpatient department. (This 
does not include treatments for X-ray ther- 
apy, physical therapy and health service.) 
9,946 treatments were administered by 
health service. Clinical patients represented 
all 77 Oklahoma counties.” 

To one familiar with human nature in the 
cross section, these figures arising from 
Oklahoma’s melting pot of human frailties, 
both physical and psychologica!, suggest mis- 
understandings, critical attitudes and forth- 
right complaints. To one who has been Dean 
of the Medical School and Superintendent of 
the University Hospitals, such complaints 
may be real or imaginary. Regardless of 
their origin, they pose ominous potentialities 
They may act as an evil ferment or like a 
devastating fungus, they may spread over 
the culture media prepared for the growth 
of confidence and extend to legislative halls 
where appropriations for state institutions 
must be considered. 

This may seem a far cry from the realm 
of the hospital administrators where the 
blow first falls with ominous force, but it 
is directly in the channel worn smooth by 
our human frailities. 

This is not surprising when one takes into 
consideration the fact that according to gen- 
eral averages, every patient applying for 
services has a family of five, a number of 
friends and neighbors and acquaintances 
running in the hundreds. What a rich 
background for criticism and resentment 
especially when human weal is the issue and 
a tax supported institution designed for 
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service is the alleged offender. 

In any given year it would be impossible 
to handle 20,000 patients and a hundred 
thousand anxious, immediate relatives plus 
friends and acquaintances without a com- 
plaint. This would amount to the millen- 
nium with the closure of all hospitals. But 
the hospital administration and the profes- 
sional staffs canot hide behind this universal! 
manifestation of human weakness iest they 
expose their own shortcomings. 

Applying the all inclusive concept of the 
art of medicine to this situation, one can 
imagine great improvement through well 
planned and carefully supervised public re- 
lations. This is most difficult because it 
involves not only the first contact at the 
admission desk but it runs the whole gamut 
of the patient-hospital relationship. It 
amounts to the patient-physician-nurse-tech- 
nician-physical therapist-social service work- 
er-student-orderly relationship. 

Always to have at the front the proper 
person with personality traits equal to every 
occasion in the course of such human re- 
lationships presents an insurmountable task, 
an, administrative impossibility. On the 
other hand, one wonders if sufficient atten- 
tion is given to the selection of emPloyees 
who must occupy the strategic points in the 
important field of patient-hospital relation- 
ship. While it would require genius on the 
part of the employees to successfully cope 
with every issue, the patient exercise of 
talent should serve as an effective solvent. 

Perhaps the budget fails to provide for 
the employment of genuine talent. 

Briefly, this discussion presents a few 
problems connected with a state agency 
which should have careful, comprehensive 
and charitable consideration not only by 
university and hospital authorities but by 
every citizen in the state. The University 
Hospitals were built by and for the people. 
They are answerable to the people. As heir 
apparent of the people, they demand mutual 
responsibility and cooperation. 
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| 
4 . . . . 
: Scientific Articles 
. 
RESUSCITATION OF THE NEWBORN INFANT 
' ALLAN BLOoxsoM, M.D. . 
1 HOUSTON, TEXAS 
t The problem of resuscitation of the asphy- before becoming “a poor player that struts 
© ciated newborn infant is unique’. One is and frets his hour upon the stage and then 
t ot only concerned with the function of a is heard no more”, exists what is believed to 
t ung that must operate efficiently very short- be an extremely valuable mechanism in in- 
4 y after delivery for continued survival, but itiating respiration in the newborn infant. 
, i time limit is superimposed under which At this time the purpose of labor is be- 
idequate oxygentation must occur and con- lieved to be two fold®. That which is most 
r tinue to prevent serious nervous system obvious is the birth of the infant. The 
y ‘hanges later in the infant’s life. Added to hidden and very useful purpose found in the 
4 this is the fact that 50 per cent of resuscita- the prelabor contractions and pressures 
t, ions of the newborn infant have to be made generated by foetus’ to start his respirations 
e m the premature infant who fortunately promptly and to reshape the low cuboidal 
onstitutes only five to seven per cent of all cells lining the alveolar sacs’ to enable the 
Ss deliveries. alveoli of the lung to function adequately. 
. OXYGENATION OF INFANTS 
e THE AIR LOCK 
e Weights Number Living Dead 
499 to 2500 grams 125 ( 51 per cent) 81 (65 per cent) 44 (35 per cent) 
vf 2501 to 5000 grams 121 ( 49 per cent) 114 (95 per cent) 6 ( 5 per cent) 
| Total 246 (100 per cent) 195 (79 per cent) 50 (21 per cent) 
r Premature Infant Delivery Rate 6.74 per cent 
Best and Taylor? state that the methods of The full mechanism of conditioning the 
. resuscitation effective in the adult are likely foetus by the mother by pressures developed 
“ to fail in the newborn infant. The reason at labor is (a) a variation of the pressure 
nA for this failure lies in the fact that the new- gradients of oxygen and carbon dioxide to 
born infant’s alveoli have failed to expand, condition and stimulate the respiratory 
y and to provide him with a pathway of center (a warm engine always starts better 
. oxygenation and de-carbon dioxidination. than a cold one), (b) a washing in and out 
“4 Primarily oxygen must be made available to of amniotic fluid by a minute tidal wave in 
a the infant’s foetal hemoglobin and tissue an effort to prevent atelectasis at birth by a 
al cells, and carbon dioxide removed across all predelivery expansion of the alveoli in fluid, 


available tissues and all function alveolar 
capillary’ membranes. Eastman* correctly 
states that “there seems to be only one ur- 
gent indication in the treatment of asphyxia 
neonatorum, and that is to introduce oxygen 
into the circulating blood of the infant.” 
Behind the physiological curtain of a con- 
siderable degree of cyanosis‘ consisting of 
an average mean capillary unsaturation of 
more than 6.5 volumes per cent of oxygen 
in which the foetus exists in utero normally 


Presented before the General Session at the Annual Meet- 
ing of the Oklahoma State Medical Association April 13, 1953. 


which is always easier, and (c) a flatten- 
ing of the low cuboidal cells of the alveolar 
sacs by pressure in order to favor gas ex- 
change across to the foetal hemoglobin, and 
to provide further, a means to maintain pul- 
monary pressure in the newborn infant’s 
lungs. The above chain of events opens the 
short second act in the newborn infant’s life 
during labor of the mother and should be 
considered the initiation of his “operation 
oxygenation”. 

The problem of resuscitation of the new- 
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born infant therefore shapes itself into using 
the steps found in nature if a high degree 
of success is to be expected. The use of 
unphysiologic tracheal catheters and mech- 
anical resuscitators condemned by Best and 
Taylor should be eliminated. The goal of 
every resuscitation effort must be to load the 
foetal hemoglobin of every anoxic infant 
with as much oxygen as possible, and to 
siphon off enough carbon dioxide to enable 
the respiratory center of that infant to 
function. 

By varying the diffusion gradients of oxy- 
gen and carbon dioxide the Air Lock enables 
the asphyxiated newborn infant to move ac- 
ross all available surfaces oxygen and carbon 
dioxide. In addition pressures are provided 
to alter the shape of the low cuboidal cells 
lining the alveolar sacs to provide a more 
efficient functioning mechanism for respi- 
ration. 

The normal rates of oxygenation of the 
newborn infant given by Crehan, Kennedy 
and Wood* are as follows: 

RATES OF OXYGENATION OF 
NEWBORN INFANTS 
Time after Delivery Oxygen Saturation 

5 minutes 67.3 per cent 
(Range 31 to 92 per cent) 

89 per cent 
(Range 64 to 100 per cent) 

94.3 per cent 
(Range 90 to 99 per cent) 

Total 102 normal infants 

In comparison to the normal rate of oxy- 
genation of the newborn infant, there is 
given in the following Table the rate of 
oxygenation of a handicapped newborn in- 
fant processed in the Air Lock. This chart 
was made by an anesthetist using an experi- 
mental Air Lock equipped to study the en- 


closed infant by means of an infant oximeter. 


17 minutes 


2 hours 


Mother — Eclamptie 
Morphine sulphate 
Meperidine hydrochloride 
Paraldehyde 
Phenobarbital sodium 
Minutes after delivery 
3 (adjustment oximeter ) 
5 (In Air Lock with cycling) 
6 (Infant made initial gasp) 


‘ 
9 (Infant breathing irregular) 





OXYGEN SATURATION READINGS OBTAINED BY INFANT OXIMETER 
ON 
INITIATION OF RESPIRATIONS BY APNEIC INFANT 
BEING 
OXYGENATED IN THE AIRLOCK 
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It required approximately three minutes 
to adjust the ear piece of the infant oxi- 
meter. After cycling in the Air Lock fo! 
six minutes (nine minutes after delivery) 
the oxygen saturation of the blood rose to 
65 per cent. At this level the infant mad 
his first respiratory movement. During the 
next 11 minutes respiratory movements wer: 
irregular, but the oxygen saturation of th« 
blood rose to 104 per cent, showing hov 
marvelously efficient the pulmonary tree is 
in oxygenating the blood when only a fev 
alveolar sacs are expanded. It is reasonable 
to assume that this infant had some time 
purchased for him by the Air Lock in order 
to enable him to initiate his respirations and 
to fully oxygenate his blood. He was blue 
as ink when first placed in the Air Lock. 
The Air Lock is believed capable of increas- 
ing the oxygenation of the handicapped new- 
born infant to a point where the respiratory 
center can funcion and aliow that infant to 
carry on if he is able. The forces that oxy- 
genate the infant act in a like manner to 
move the excess carbon dioxide from the in- 
fant by rocking the diffusion gradients of 
this gas in the infant’s blood. 

It is believed that the asphyxiated new- 
born infant can absorb considerably more 
than 10 per cent of his oxygen requirements 
through his skin. It is known that 10 per 
cent of the oxygen requirements of the young 
adult can be absorbed by diffusion through 
the skin and upper respiratory passages 
when that adult is unclothed and surrounded 
by an atmosphere of 100 per cent oxygen’. 

It has been thought that many of the 
asphyxiated infants could not breathe be- 
cause of the presence of a tracheal or bron- 


Total sedatives over 36 hours 
2 grains 
200 mg. 
30 ee 
25 grains 
Oximeter Readings in per cent Saturation 
15 
50 
oU 
65 


Pressures in Air Lock 


77 83 
io SO 
83 94 96 
86 95 95 
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S chial plug of mucus or fluid, and that the use that can be expected from positive pressure 
3 of a tracheal catheter or a bronchoscopic ex- oxygen air oxygenation of the asphyxiated 
, amination, with the subsequent removal of newborn infant. 
) the plug and the carrying of oxygen down ADVANTAGES OF CYCLING POSITIVE PRESSURES 
0 he trachea would be of value. However IN 
P *otter’’ states that “The presence of exces- ASPHYXIA NEONATORUM 
ive amounts of amniotic fluid within the 1. Promotion of bronchial drainage by 
’ ungs at the time of birth is of little conse- the expansion of gases in the pulmon- 
’ juence and does not interfere with the en- ary tree for the expression of fluids 
’ rance of air. The rich capillary bed of the and secretions 
IS veolar walls absorbs fluid rapidly, and air 2. Provision for a more uniform alveolar 
" robably enters as easily as if the excessive aeration 
le ‘mounts of fluid had not been inspired. 3. Increasing the absorption of oxygen 
e The following table shows a series of term through the skin and upper respira- 
ay ind premature infants processed in the Air tory passages. 
id ock, and the incidence of fluids expressed 4. Relieving and protecting against atel- 
1e yy those infants during the process of oxy- ectasis 
k. renation. ; oe 5. Providing a gentle breathing exercise. 
s- The term infant brings up fluids in 12 per 6. Combating acute pulmonary edema. 
y- ent, and the mortality rate is the same in 7. Providing favorable conditions for the 
ry he group bringing up fluids as it is in the diffusion and use of oxygen by the 
to group not bringing up fluids. The prema- asphyxiated newborn infant. 
y- ‘ure infant brings up fluids in 30 per cent. 8. Providing favorable conditions for the 
to Che mortality rate of the premature infant diffusion and elimination of carbon 
n- who brings up fluids is 21 per cent, whereas dioxide 
of . is 41 per cent in the premature group that 9. Dispensing with the handling of the 
does not bring up fluids. This is suggestive infant on the part of the physician 
w- that the expression of fluids in the prema- or nurse 
_ ture infant has a most favorable effect on In a group of 24 infants in a series re 
: the outcome of that infant. It also points - - Papen valheaer onan 
its to the fact that any detergent or a ported'' subjected to tracheal catheterization, 
= ; aining a lipophyllic fracti : expansion of gases in the Air Lock removed 
ng agent containing oe raction to act fluids in only four. In the group of 23 in- 
gh on the miscid material in the pulmonary tree Soin Genen wide fiuide were removed tw 
res would be of immense value to the premature . sphleonge he . . 
ges infant expansion of gases in the Ail Lock, the 
led At the present time the Air Lock by the tracheal catheter was used but four times. 
n° : : . 7 : : is indicates that it is impossib » de- 
he expansion of gases in the terminal bron- pee Pacey ogg = a mie Pr stir ote = 
chioles and alveloar sacs in conjunction with Sane ee oe ; 
be- a detergent or wetting agent provides the fant the tracheal catheter theoretically might 
on- ' “ benefit. On the term infant the tracheal 


best practical method of removing pulmon- 
ary fluids. The quantity of these fluids 
varied from a few cubic centimeters to fairly 
large amounts. For the most part the fluids 
were clear and frothy, but in a few instances 
they appeared to be muco-purulent. Two in- 
fants expelled blood tinged mucus, one in- 
fant having been initially worked on with a 
tracheal catheter. 

The following table shows the advantages 


EXPANSION OF GASES TO REMOVE PULMONARY 
FLUIDS AND SECRETIONS 


catheter does not seem to influence the mor- 
tality rate, but its use in the premature in- 
fant is associated with an increase of over 
100 per cent in the mortality rate. See the 
following Table. 

It is hoped that the use of the tracheal 
catheter in the resuscitation of the prema- 
ture infant be abandoned. 

The next table shows the time required 


INFANTS Fluids Expelled No Fluids Expelled 
Resuscitated Living Dead Living Dead 
499 to 2500 grams 
125 (51 per cent) 30 (79 per cent) 8 (21 per cent) 51 (59 per cent) 36 (41 per cent) 
Total 38 (SO per cent) Total 87 (70 per cent) 


2500 grams and over 
121 (49 per cent) 14 (94 per cent) 1 ( 6 per cent) 100 (95 per cent) 6 ( 5 per cent) 
Total 246 Total 15 (12 per cent) Total 106 (88 per cent) 

















240 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


by 100 asphyxiated newborn infants oxy- 
genated in the Air Lock. 


USE AND NON-USE OF THE TRACHEAL CATHETER 
FOR 
OXYGENATION AND REMOVAL OF 
PULMONARY FLUIDS IN 
PREMATURE INFANTS 


Weights Tracheal Catheter Used 
In Resuscitation 
Living Dead 
1500 to 4 3 
2500 grams 
Percent 57 per cent 43 per cent 
Weights Non-Use of Tracheal Catheter 
In Resuscitation 
Living Dead 
1500 to 24 6 
2500 grams 
Percent 80 per cent 20 per cent 


The majority of term infants remained in 
the Air Lock for one to two hours. The 
majority of premature infants remained in 
the Air Lock for longer periods. 

Of what practical value has the Air Lock 
been to the Hospital? The following table 
shows the neonatal death rates of the term 
infant and the premature infant for the year 
immediately preceeding the use of the Air 
Lock, and for the third year of its installa- 
tion in the St. Joseph’s Maternity Hospital 
in Houston." 

The mortality rate of the term infant de- 
livered in this hospital during 1952, the third 
year the Air Lock was in use, fell from 
63 per 10,000 in 1949, to 37 per 10,000 in 
1952, a reduction of 41 per cent. This repre- 
sents a salvaging of 26 term infants in every 
10,000 deliveries of term infants. 





TIME REQUIRED BY INFANTS IN AIR LOCK 
Weights at birth in Time in Hours 
grams 1 2 4 8 12 24 48 Above 
L. D. L. D L. D. L. D. L. D. L. D. L .D. L. D. 
400 to 2500 gms 3 3 5 4 5 4 4 1 0 2 6 6 4 0 5 0 
2500 gms and above 15 1 15 0 7 O 6 0 4 1 0 1 0 0 0 0 
Note: L. indicates living 
D. indieates dead 
NEONATAL DEATH RATE 
(First 48 Hours of Life) 
St. John’s Maternity Hospital, Houston, Texas 
Date Infants Term Premature 
Delivered (2500 grams and over) (Less than 2500 grams 
Deaths Deaths 
January 1, 1949 Prematures 377 
to Term 5918 39 84 
January 1, 1950 Total $295 (63 per 10,000) (2228 per 10,000) 
January 1, 1952 
to Prematures 452 21 68 
January 1, 1953 Term 5702 (37 per 10,000) (1504 per 10,000) 
Salvage Total 6154 (26 per 10,000) (724 per 10,000) 
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The mortality rate of the premature in- 
fant delivered in this hospital during the 
year 1952, the third year the Air Lock was 
in use, fell from 2228 per 10,000 to 1504 per 
10,000, a reduction of 32.5 per cent. This 
represents a salvaging of 724 premature in- 
fants in every 10,000 deliveries of prema- 
ture infants. 

The next table shows in detail the salvage 
of the premature infant. 

It is interesting to note that the smal 
premature infant weighing up to 1001 grams 
has been but little helped by the Air Lock 
while the larger premature infant weighing 
1001 to 2500 grams, the mortality rate has 
been reduced considerably. 


SUMMARY 


1. A final report is made on the use of 
the Air Lock in the oxygenation of the as- 
phyxiated newborn infant for starting and 
maintaining his respirations. 

2. The initial absorption of oxygen 
through the skin and upper respiratory tract 
is most important. Increasing the pressure 
of oxygen available for this method of 
absorption is a vital step in resuscitation 
through oxygenation. 

3. The expansion of gases expels fluids 
and secretions from the respiratory tract. 
This is the only theoretical way in which 
fluids can be efficiently expelled from the 
terminal bronchioles and alveolar sacs. 

4. The use of the tracheal catheter in 
the newborn premature infant carries a high 
rate of mortality and its use should be dis- 
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Jan. 1, 1950 
10 per cent 
Jan. 1, 1951 


Sept. 1, 1951 

10 per cent 

1501 to 2000 
(Living) 

Jan. 1, 1949 
Jan. 1, 1950 

11 per cent 
Jan. 1, 1951 

to 19 (100 per cent) 0 

Sept. 1, 1951 





8 per cent 


continued. 

5. The mortality rate in a large matern- 
ity hospital in Houston, three years from the 
date of the original installation of the Air 
Lock in the delivery rooms and premature 
nursery, has fallen for the term infant from 
63 per 10,000 in 1949, to 37 per 10,000 in 
1952, which represents a salvage of 26 term 
infants. The mortality rate of the premature 
infant during the first 48 hours of extrau- 
terine life in the same period in this hospital 
has fallen from 2,228 per 10,000 to 1,504 per 
10,000, a salvage of 724 premature infants 
per 10,000 premature infant deliveries. 
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THE MANAGEMENT OF ECLAMPSIA 


B. C. CHATHAM, M.D. 


CHICKASHA, OKLAHOM 


An experience with a rapidly degenerating 
eclamptic patient during the last year sent 
the essayist looking for help in the litera- 
ture. The second edition of Dieckman — 
Toxemias of Pregnancy was found to be of 
great value, but rather hard to separate the 
practical material from the_ theoretical. 
Other articles, listed at the conclusion of this 
paper, were of additional value, but nowhere 
could be found a concise article outlining 
safe, dependable measures which could be 
use no matter where one practiced medicine. 
The purpose of this paper is to bring to- 
gether pertinent thoughts and methods of 
management which any physician, regard- 
less of training, can use in the management 
of an eclamptic patient. 

Eclampsia is a disease peculiar only to 
pregnancy and is characterized by edema, 
proteinuria, hypertension, convulsions 
and/or coma. Only rarely does the condition 
arise prior to the thirtieth week of gestation, 
but it is frequently seen as a complication of 
labor and the early puerperium. 

The earliest writings in medicine mention 
convulsions and coma as a serious complica- 
tion of pregnancy, but the word eclampsia 
“ame only around 1619 from the writings of 
Varandaeus. Many theories as to its etio- 
logy have been promulgated, but to date no 
ample explanation has been found that will 
explain the pathological picture known as 
eclampsia. 

During the present era of medicine 
eclampsia has assumed major proportions as 
a cause of maternal deaths and fetal deaths 
because of the manner in which sepsis has 
been controlled and the availability of whole 


blood replacement for hemorrhage associated 
with pregnancy. For the years 1946-1948, 
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in the United States of America, 3,80¢ 
women died because of pregnancy or its com- 
plications. Of this number 1,940 died be- 
cause of eclampsia. In other words, during 
this period of time more than half of the 
maternal deaths in the U. S. A. were due to 
eclampsia. 

During the past 50 years when so many 
gains have been made in various fields of 
medicine, very little new has been added in- 
sofar as the management of the eclamptic 
is concerned. The most important fact learn- 
ed during this half century has been that 
eclampsia can be prevented in practically, if 
not, every case by the use of vigorous pre- 
natal care. To date this type of prenatal 
care is not available or is not sought after 
by many parturients. It thus behooves 
every physician accepting patients for de- 
livery to be able to manage an eclamptic. 

Two schools of thought exist on this sub- 
ject: (a) the radical and (b) the conserva- 
tive. 

The radical school has taught that empty- 
ing the uterus as soon after the onset of 
convulsions and/or coma was the most im- 
portant factor. This method of management 
is mentioned only to condemn it, for if this 
radical school be correct then what is to be 
for the patient who has convulsions after de- 
livery? 

The conservative teaching has been that 
the eclampsia should be treated and con- 
trolled before the termination of pregnancy 
is considered. In other words, the treatment 
is directed to the oliguria and anuria, the 
cerebral anemia and edema, and the arterio- 
lar spasm until the patient can be delivered 
normally. Thus, only a rare case will have 
the uterus emptied surgically, and then only 
for obstetrical reasons rather than the 
eclampsia per se. Simply said, the conser- 
vative treatment of eclampsia consists of rest 
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ind sedation with vigorous attempts to pro- 
luce water elimination. 
The outline to follow is quite conservative 
ind depends to a large extent upon: 
(1) Constant observation of the patient 
by medical personnel ; 
(2) Modifying the treatment to meet the 
needs of each individual. 


THE MANAGEMENT OF 
THE CONVULSIVE STAGE 


The care of the undelivered eclamptic is 
nost difficult because of the pregnancy and 
he necessity of delivery at the opportune 
ime. The principles of care, however, ap- 
ly to eclampsia at any stage of gestation. 

(1) The patient is put to bed in a dark, 
quiet room and all examinations deferred 
intil the convulsions are controlled. Fre- 
juently the most insignificant noise or ma- 
iipulation will precipitate another seizure. 

During the seizures the patient is protect- 
d from self-inflicted injuries by the use of 
ed rails and a mouth gag, but forceful re- 
straints are never to be used. All false 
teeth, rings, and jewelry should be removed 
at once. 

The position in bed is important. Pillows 
are not used, but the head of the bed is ele- 
vated unless severe pulmonary edema de- 
mands postural drainage. Once an hour the 
entire position of the body is shifted. Suction 
apparatus with an attached catheter is used 
to aspirate the vomitus, mucous, blood, or 
pulmonary edema. Pure oxygen is admin- 
istered by nasal catheter. If reasonable doubt 
exists about an adequate airway, then a 
tracheotomy is done. 

A blood pressure cuff is kept continuously 
on the arm, and hourly readings taken until 
the convulsions and coma are controlled. A 
retention catheter is inserted into the blad- 
der and hourly volume determinations are 
made. Frequent observations are made of 
the catheter to make sure that it does not 
become plugged. As soon as controlled, the 
patient’s perineum is shaved. 

Blood is typed, rh’d and cross matched as 
soon as possible so as to be available to meet 

any needs that may arise. 

The gravity of the situation must be ex- 
plained to the patient’s family and no visit- 
ing permitted. Nothing is more disturbing 
than a roomful of well-meaning, chattering 
visitors. 

(2) MEDICATION: 

Sodium Amyal in 1 gram (15 grains) 
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doses is given intravenously until convulsions 
are controlled. Thereafter, sodium pheno- 
barbital is given intramuscularly in 0.3 gram 
(5 grain) doses every three to five hours to 
control the patient. 

As soon as possible 10 cc of 50 per cent 
solution of magnesium sulfate is given in 
each gluteal region and then 10 cc is given 
every four hours for the first 24 hours. The 
knee reflexes are tested before each injection 
of magnesium sulfate, and if absent the 
medication is not given. Approximately 8 
to 10 grams of magnesium sulfate are 
necessary for a therapeutic effect. Respi- 
ratory failure from magnesium sulfate in- 
toxication occurs only after the disappear- 
ance of the tendon reflexes. Calcium is the 
antidote for overdosage of magnesium sul- 
fate, and solutions of the salt should be 
available. 

The use of penicillin during the acute 
eclamptic phase is helpful in controlling in- 
fection in the respiratory system and re- 
productive tract. Some sulfanomide or 
streptomycin should be used to control the 
urinary tract infection which always follows 
the use of an indwelling catheter. 

Parenteral vitamin mixtures are given 
with parenteral feedings until the patient is 
able to take them by mouth. 

Blood counts are done early and anemia 
is corrected by giving transfusions of type 
and rh specific blood. Repeated hematocrit 
determinations are useful in determing 
how well hemoconcentration and dehydration 
are being combated. The use of concentrated 
solutions of serum albumin are quite help- 
ful in mobilizing the edema fluid and pro- 
moting diuresis. 

It will be noted that morphine has not been 
mentioned. This is intentional because it is 
felt that the combination with barbiturates 
frequently causes such depression as to 
seriously complicate the therapy and man- 
agement of tht eclamptic. Oversedation can 
not be withdrawn, but under sedation can be 
corrected. 

Also, it will be observed that sedatives 
are used in small doses, and at frequent 
intervals, and that the list is limited to 
sodium amytal, sodium phenobarbital, and 
magnesium sulfate. One works better with 
a few familiar tools. Sedatives are used 
only to terminate convulsions, prevent their 
recurrence, and control irritability. In the 
comatose patient care should be exercised 
to watch for drug idiosyncrasy. 
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VERIFICATION OF DIAGNOSIS: 


Once the seizures are controlled, the diag- 
nosis of eclampsia should be verified. The 
finding of hypertension, edema, and protein- 
uria along with the convulsive seizures is 
sufficient verification. 


MEASURES TO PROMOTE 
HEMODILUTION AND DIURESIS: 

Once the patient is relatively calm, an in- 
travenous infusion of 500 cc of 20 per cent 
glucose in water is given over a period of 
50-60 minutes. If there is evidence of de- 
hydration, in spite of edema, another 500 cc 
of 5 per cent glucose in water should follow 
the initial infusion. During this time con- 
stant observation for pulmonary edema is 
made. 

Thereafter, infusions are given in an at- 
tempt to maintain an output of 25-30 cc of 
urine per hour. If the patient is anuric in 
spite of this, then the daily fluid infusion is 
limited to 1500-1800 cc of 5 per cent glucose 
in water. If and when urine is put out, then 
the urine volume is added to the calculated 
insensible fluid loss (about 1500 cc — de- 
pending upon the season and climate), to 
make up the daily fluids to be administered. 


SPECIAL MEASURES 

In the presence of any evidence of cardiac 
failure the patient should be digitalized as 
soon as possible and maintained in a digi- 
talized state until delivered and convalesc- 
ence is smooth. 

In anuric patients the use of 0.5 gram 
doses of procaine intravenously in 50-100 cc 
of 5 per cent glucose are given every four 
to six hours to help promote diuresis. 


SPECIAL OBSERVATIONS 
OF PROGNOSTIC VALUE: 
a. The earliest sign of impending disaster 
is an insidious, unexplained, and progres- 
sive fall in arterial pressure. 
b. The most reliable sign of improvement 
is diuresis, and wntil diuresis occurs, im- 
provement has rarely taken place. 
ce. The onset of any one of the following 
is considered serious and leads to a very 
guarded and grave prognosis: 
1. Paroxysmal dyspnea 
2. Pulmonary edema 
3. Circulatory collapse and shock 
Heart failure 
Premature separation of the pla- 
centa 
6. Cerebrovascular accidents. 
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THE MANAGEMENT OF THE 
POST CONVULSIVE STAGE 

If and when the stage is controlled the pa- 
tient passes into a comatose state which will 
gradually fade into a stuporous to lethargic 
state. Sedation in the form of soluble pheno- 
barbital should be given parenterally to pre- 
vent hyperirritability and the recurrence of 
seizures during this period. 

The use of oxygen should be continued, 
and aspiration of the pharynx as needed. 
Both urine volumes and blood pressure read- 
ings should be maintained at one to four 
hour intervals, depending upon the condition 
of the patient. The position of the patient 
is changed frequently. As soon as possible, 
a cleansing enema is given. Once the pa- 
tient’s condition is well-stabilized, a thor- 
ough obstetric examination and evaluation is 
made. 

During this phase, fluid and caloric intake 
is maintained by parenteral glucose. As soon 
as possible oral feedings of high caloric 
liquids are begun. Magnesium sulfate is 
used parenterally as indicated by urinary 
output, cerebral irritability, and stabilization 
of blood pressure readings. 

At this time a copious diuresis should be- 
gin, and is a most welcome prognostic sign. 
It should be maintained by forcing large 
amounts of fluids to the patient—that is the 
parenteral and oral intake may go as high 
as four to six litres daily. At no time is the 
patient to be given sodium chloride or sod- 
ium bicarbonate in any form or fashion. 


THE MANAGEMENT OF THE 
POST PARTUM ECLAMPTIC: 
Frequently—about 10 per cent—eclamp- 
sia occurs following delivery. This fact alone 
should be ample evidence that Caesarean 
Section is not a treatment for eclampsia. 
The medical management of the post par- 
tum eclamptic should be the same as that for 
the ante—or intrapartum eclamptic because 
the disease is the same. 


TERMINATION OF PREGNANCY: 


Once an eclamptic is controlled as evi- 
denced by copious diuresis for one to two 
days along with a stable blood pressure dur- 
ing this time, plus clearing of the sensorium 
a decision should be made concerning empty- 
ing of the uterus. 

If the patient is at or near term the cervix 
will usually be found ripe—i. e. soft, effaced 
and partially dilated. The membranes should 
then be ruptured, which in most cases will 
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initiate labor. This failing, then Pitocin® 
n small doses (never more than two minims) 
should be given at 30 minute intervals (or a 
‘controlled intravenous infusion of Pitocin® 
n glucose) until regular contractions are oc- 
‘urring at five minute intervals. 


During labor, sedatives and analgesics 
ire given in liberal amounts so as to prevent 
1 recurrence of the eclamptic state. Fre- 
juent urine volume and blood pressure de- 
terminations are important. When in doubt, 
xxygen should be used to prevent fetal and 
naternal anoxemia. 

Whenever the fetus is viable every effort 
hould be made to protect it from excessive 
edation as well as traumatic delivery. This 
issumes more importance when it is realized 
hat many eclamptics deliver prematurely. 

Delivery should be accomplished under 
ocal block anesthesia because the controlled 
clamptic tolerates poorly both general and 
spinal anesthesia. Prolonged and difficult 
yperative procedures are to be avoided if at 
ill possible. Delivery should, however, be 
‘facilitated by low outlet forcep delivery with 
‘:pisiotomy when indicated. 

An occasional controlled eclamptic will be 
found to have a long, rigid, undilated cervix 
which defies induction of labor. If the fetus 
is viable, delivery should be accomplished 
by Caesarean section under local block anes- 
thesia. General or spinal anesthesia is defi- 
nitely contraindicated except in the hands of 
an expert anesthesiologist. Vigorous care 
and management is quite necessary follow- 


ing operative delivery to prevent the re- 
currence of convulsions. Many eclamptics 
have had their fate sealed by the injudicious 
use of section for delivery. 

GENERAL CONSIDERATIONS: 

The occurrence of eclampsia with control 
at 32-36 weeks gestation adds the problem 
of fetal viability. Should the patient be well 
controlled, careful waiting can be instituted 
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to allow for fetal maturity. This period is 
always fraught with the danger of recur- 
rence of eclampsia and the period should 
never be longer than four weeks from the on- 
set of the eclamptic state. Permanent car- 
diovascular damage may frequently occur 
after four weeks of severe preeclampsia or 
eclampsia. 

After delivery ten to fourteen days of ob- 
servation are necessary before dismissal 
from the hospital. All patients should be 
convinced of the necessity of frequent 
checks in the future. Further childbearing 
is best postponed two to three years. In the 
older eclamptic, consideration should be 
given to prevention of future pregnancies 
by some form of sterilization. 

SUMMARY 

(1) No claims of originality are made, 
but rather an attempt is made to bring to- 
gether some pertinent ideas from several 
sources. 

(2) No series of cases is presented, and 
no special claims are made. 

(3) The ultra conservative management 
of eclampsia is heartily endorsed. One such 
method of management is outlined. 

(4) Caution is advised concerning the 
use of highly technical means of eclampsia 
management. 

(5) In the management of eclampsia 
there is no substitute for constant personal 
care and observation along with individual- 
ization of treatment. 
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The causes of death in premature infants 
deserve major interest because of the high 
mortality. Reports of the Oklahoma State 
Health Department have been analyzed to 
point out major causes of death in the pedi- 
atric age group. There were approximately 
2000 deaths from the seven leading causes 
for death in the age group one through 15 
in Oklahoma in the five year period 1945 
through 1949. For comparison, as shown in 
Table 1, in a projected five year period, there 
would be at least 3000 deaths in premature 
infants (based on an average of 50,000 live 
births annually in Oklahoma, with a six per 
cent incidence of prematurity, and a mini- 
mum mortality rate of 20 per cent in these 
infants’). 


TABLE 1 
Ages 1-15 years (1945-1949 
Fatal injuries 1124 
Pneumonia 333 
Poliomyelitis 130 
Congenital defects 122 882 
Cancer 114 


Tuberculosis 111 
Heart disease 72 
Total (1-15 years) 2006 

Deaths associated with 
prematurity 3000 

LEADING CAUSES FOR DEATHS IN IN 

FANTS AND CHILDREN IN. OKLAHOMA 

IN A FIVE YEAR PERIOD.’ 

Until effective application of the technics 
for preventing prematurity can be accom- 
plished, a major objective should be to pre- 
vent, treat, or modify the conditions respons- 
ible for deaths in premature infants. To 
carry out this objective, it is essential that 
we understand the various causes for death 
in prematures and not be satisfied with the 
cursory diagnosis of “‘too small to live’. 

It has been common in the past to classify 
any infant weighing less than 1000 grams 
(two pounds, three ounces) as “previable.” 
However, an increasing number of infants 
weighing less than 1000 grams at birth are 
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being reported as surviving. One infant 
weighing only 397 grams (14 ounces) on the 
second day of life is reported to have sur- 
vived and to have weighed at one year 13 
pounds and 12 ounces.’ Maturity of various 
organ systems does not correlate absolutely) 
with birth weight; therefore it is impossible 
to decide with certainty during the life of 
any particular infant that this one is “too 
small to live’. We must have faith in the 
tremendous growth capacities of prematures 
and give them the proper care to encourage 
their survival. 

With careful postmortem examination a 
satisfactory cause for death can be found in 
almost all premature infants that die. In 
the largest series of autopsied prematures 
yet reported the cause for death in almost 
half of the cases is described as “abnormal 
pulmonary ventilation”. Almost all of these 
presented some degree of what we now call 
hyaline membrane disease. The results of 
this study by Bundensen, Potter, et al is 
shown in Table 2.’ 


TABLE 2 
Abnormal pulmonary ventilation 47.4 per cent 
Injury at birth 16.1 per cent 
Malformations 13.5 per cent 
Infections 13.2 per cent 
Miscellaneous 9.8 per cent 


CAUSES FOR DEATH IN 3,709 AUTOPSTED 
PREMATURES, 1000-2500 GRAMS. 


(Adapted from Bundensen, et al’) 
RESULTS 


An analysis of causes for death in prema- 
ture infants at University and Crippled Chil- 
dren’s Hospitals during the years 1951 and 
1952 has been made. Any newborn with at 
least a heart beat and weighing five and a 
half pounds or less is considered a live born 
premature. Sixty-six prematures who had 
autopsies are reported here, some were born 
at University Hospital and some were ad- 
mitted from neighboring counties. The re 
sults are shown in Table 3. 
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TABLE 3 


Hyaline membrane disease 


Intracranial hemorrhage 20 
Malformations 7 
Infection 7 
Miscellaneous 8 
Prematurity 4 

Total 66 


CAUSES FOR DEATH IN PREMATURES, 
UNIVERSITY AND CRIPPLED CHIL- 
DREN’S HOSPITAL, 1951-1952. 


DISCUSSION 

Our findings are in agreement with an 
sarlier report of Russell‘ in that the majority 
of deaths in prematures occur within the 
first 24-48 hours of life. In prematures de- 
ivered at University Hospital we have found 
10 deaths due to inadequacies of our stand- 
ird resuscitation technics. 

The ultimate decision as to cause for death 
rests with the pathologists, however, in the 
ibsence of satisfactory postmortem examin- 
ition, the clinical course of infants having 
arly deaths can be highly reliable in assign- 
ng a probable cause for death. 

The clinical picture of an infant with pul- 
nonary hyaline membrane disease is very 
haracteristic. The infant usually appears 
normal at birth. However, within one or 
more hours he becomes progressively cyan- 
otic, having rapid respirations and marked 
retraction of the soft tissues around the 
thorax. Fine rales may be heard over the en- 
tire lung field. Despite a tremendous respira- 
tory activity, the cyanosis proceeds until 
terminally apnea and death occur on an an- 
oxic basis. The duration of life in 19 cases 
studied was two to 48 hours, with an aver- 
age of 19 hours. Some infants may recover 
from non-fatal degrees of this disease. High 
humidity in the incubator may improve some 
cases. A completely satisfactory method of 
preventing or treating this disease is yet to 
be learned. 

The diagnosis of intracranial hemorrhage 
comprises two major categories, namely, 
traumatic birth injury and anoxic hemor- 
rhages associated primarily with obstetric 
complications such as abruptio placenta or 
prolasped cord. Exact distinction between 
these types, even with careful postmortem 
examination, is extremely difficult and often 
impossible. The characteristic clinical course 
of an infant with intracranial hemorrhage is 
strikingly different from one with hyaline 
membrane disease in that he has a normal 
color as long as his respiratory activity is 
adequate. Apnea or other severe limitations 


of respiratory activity due to pathology of 
the respiratory center will lead to cyanosis 
despite the presence of an adequate pulmon- 
ary system. The infant may have only one 
episode of apnea, that being terminal, or he 
may have several from which he can be 
stimulated to again breathe normally for un- 
predictable periods of time. The duration of 
life in 16 autopsied cases in this series was 
from one-half to 53 hours, an average of 17 
hours. There can be no doubt that many 
surviving children with mental or neuro- 
muscular imperfections have had intracran- 
ial hemorrhages in the newborn period as 
their basic pathology. There is now no known 
effective therapy for intracranial hemor- 
rhage; prevention is our only hope. 

Deaths from congenital anomalies other 
than gross malformation may be detected 
only by careful postmortem study. Fatal ano- 
malies of the cardiovascular and central ner- 
vous systems are not at all uncommon in 
prematures. 

With improved nursery technics, modern 
chemotherapy, and early diagnosis, deaths 
from infections have become much less com- 
mon than they were 15 to 20 years ago. Our 
criteria for suspecting an early infection in 
a premature are anorexia, weight loss, vom- 
iting or diarrhea, and a subnormal! tempera- 
ture. An experienced nurse’s comment that 
the baby “just doesn’t act right” must be 
given careful attention. With early diagnosis 
and treatment our experience has been to 
observe marked recovery potentialities in 
prematures with early infections. 

CONCLUSION 

1. Hyaline membrane disease and intra- 
cranial hemorrhage combined account for 
two thirds of the deaths in prematures. 
There is an urgent need for effective meth- 
ods of prevention, and treatment or modifi- 
cation of these two leading causes of death. 

2. It is felt that through better under- 
standing and reporting of the causes of death 
in premature infants specific efforts can be 
directed so as to reduce these major causes 
of death in the first 15 years of life. 


The authors wish to express their appreciation to Doctors 
Hopps and Obert and Miss Jeane Greene of the Department of 
Medicine and Pathology of the University of Oklahoma School 
of Medicine for their assistance in making this study. 
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HYALINE MEMBRANE DISEASE 
PATHOLOGY, ETIOLOGY and PATHOGENESIS 


PAUL M. OBERT, M.D. 


OKLAHOMA CITY, OKLAHOMA 


Annually in Oklahoma an estimated 400 
infants die within the first 48 hours of life 
with a hyaline membrane lining in their 
lungs. The entity resulting from this path- 
ologic change is most commonly termed 
“pulmonary hyaline membrane disease of the 
newborn”, and is the cause of death in most 
of these infants. 

Half a century has elasped since Hochheim 
first reported, in a series of 43 autopsies on 
newborn infants, the existence of a peculiar 
membrane in the lungs of two of these. Since 
then numerous papers have been presented 
on this subject. In only the past few years 
has there been general awareness of this 
disease and, until recently, little attention 
has been given to this entity as a primary 
‘ause of death. It is now generally accepted 
that one of the most common causes of death 
in the newborn is hyaline membrane disease. 
Many terms have been applied to this con- 
dition, most of these reflecting the presumed 
etiology. Some of the more common terms 
that have been applied are: asphyxial mem- 
brane, aspiration pneumonia, vernix mem- 
brane, fibrinoid exudate, and eosinophilic 
membrane. 

Pulmonary hyaline membranes of the new- 
born have been described in premature 
babies as little as 500 gm., and in full term 
babies. However, the incidence is highest in 
premature infants with a birth weight be- 
tween 1000 and 2000 gm. This group of 
infants accounts for approximately 50 per 
cent of the cases of hyaline membrane dis- 
ease. Approximately 50 per cent of the 
deaths in the group with a birth weight be- 
tween 1000 and 2000 gm. are found at au- 
topsy to present pulmonary hyaline mem- 
branes. Approximately 85 per cent of deaths 
from hyaline membrane disease occur with- 
in 48 hours after birth. Miller, et al, have 
described hyaline material lying in the lum- 
ina of air passages of stillborn prematures, 
but typical pulmonary hyaline membrane 
has never been described in infants dying 
within the first hour of life. After the sixth 


*Presented before the General Session at the Annual Meet- 
ing of the Oklahoma State Medical Association April 13, 1953. 


day of life pulmonary membranes are seldon 
present, although infants up to 14 days post- 
partum have been described with this 
change. It is encountered with the sam« 
frequency in both sexes and in all races. 
Blystad, Landing, and Smith noted that his- 
tories of babies, who were found at autopsy 
to have pulmonary hyaline membranes, re- 
vealed a relatively greater frequency of ce- 
sarean section, fetal distress, and placenta 
praevia, when compared with those who did 
not show membranes. Babies delivered of 
diabetic mothers, by section, showed a slight 
increase in incidence of hyaline membranes. 
The only definite predisposing cause known 
is prematurity. The reason premature in- 
fants most commonly manifest this change 
has not as yet been explained. 

Gross autopsy findings are not diagnostic, 
although there are characteristic changes. 
Lungs show diffuse atelectasis and though 
the infants may have lived for several hours 
or days, many lungs are completely non-air- 
containing, and sink rapidly when placed in 
water. Lungs of infants may show similar 
gross changes, however, from tracheal or 
bronchial obstruction by mucus or other 
foreign debris. Death is typically that of 
asphyxiation. Throughout the body there 
are multiple, discrete, petechial hemorrhages, 
especially over mucous membranes and ser- 
ous surfaces. There may be areas of hemor- 
rhage in the medulla producing death in- 
directly by involving the vital centers. Oc- 
casionally there is massive pulmonary hem- 
orrhage. This may be an important con- 
tributing cause of death. 

Histologicaly the lungs show marked atel- 
ectasis with hyaline material lining the air 
passages. The material is homogeneous and 
stains red to bluish-red with hematoxylin 
and eosin. Typically this material is plaster- 
ed against the walls. Infrequently it lies 
free within the lumina of the small respira- 
tory bronchioles, alveolar ducts, and oc- 
casionally within the alveoli. Usually de- 
generated squamous epithelial cells, derived 
from aspirated amniotic fluid, are seen lying 
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within the hyaline membrane and often 
these are seen between the surface of the air 
passage and the membrane. At first glance 
it appears that the amount of hyaline ma- 
terial is not sufficient to produce marked 
extensive atelectasis. On more careful ex- 
amination, and with the aid of elastic fiber 
stains to outline the air passages, it has been 
shown that the hyaline material predom- 
inantly lines the small respiratory bronch- 
ioles and alveolar ducts. Very few alveoli 
contain the material. By obstructing the 
flow of air from the small air passages to 
the alveoli, large segments of lung become 
atelectatic from the presence of relatively 
small amounts of hyaline membrane. Multi- 
ple histologic sections from all lobes of both 
lungs have shown the membrane to be wide- 
spread and evenly distributed. Hemorrhage 
and acute inflammatory cell infiltration is 
sometimes associated with the hyaline mem- 
brane, however many lungs show neither of 
these changes, indicating they are not neces- 
sarily a part of the microscopic picture. The 
liver and heart frequently show fatty change 
and parenchymatous degeneration. These 
pathological changes are secondary to mark- 
ed hypoxia, which is a constant clinical 
manifestation. 

The term hyaline membrane is purely de- 
sriptive. It cannot be assumed that all hya- 
line membranes are identical, in spite of 
their morphologic similarity. The nature 
of the membranes covering the surface of 
the respiratory passages has not been defi- 
nitely established. To date, histochemical 
studies have shown all membranes to be of 
essentially the same chemical composition. 
Membranes are composed primarily of pro- 
teins, lipids, and polysaccharides. Stains for 
fibrin, mucus, and amyloid are negative and 
numerous other types of stains have shown 
no characteristic feature. 

Pulmonary hyaline membranes are not pe- 
culiar to lungs of newborn infants. Num- 
erous pathologists have described an eosin- 
ophilic coating of the inner surfaces of al- 
veoli, respiratory bronchioles, and alveolar 
ducts in older children and adults dying of a 
variety of diseases. A hyaline-like mem- 
brane lining the air spaces was first de- 
scribed in plague by Strong, Crowell and 
Teague. Since that time there have been 
numerous reports of hyaline-like membranes 
in a wide variety of inflammatory diseases 
and other conditions. The most common of 
these in which membranes have been de- 
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scribed are influenza, rheumatic pneumonia, 
lobar pneumonia, uremia, influenzal pneu- 
monia, and numerous war gas poisonings. 
To date no histochemical difference has been 
demonstarted in the pulmonary membranes 
of newborn and older individuals. All stain- 
ing reactions are also similar. The major 
significant difference in the lungs of older 
individuals and the lungs of infants is the 
lack of atelectasis associated with the mem- 
branes in older children and adults. 

The origin of pulmonary hyaline mem- 
branes in newborns is still unknown. At- 
tempts have been made to reproduce pul- 
monary hyaline membranes since 1925, when 
these were first described in infants in this 
country by Johnson and Meyers. The auth- 
ors were unable to produce membranes by 
injecting amniotic fluid into the trachea of 
experimental animals. They were, however, 
able to do so by introducing egg albumin 
irtratracheally. Farber and Wilson pro- 
duced lesions which they considered com- 
parable to pulmonary hyaline membranes by 
the injection of India ink and dilute hydro- 
chloric acid. They were also able to produce 
hyaline-like membranes by the intratracheal 
instillation of fibrinopurulent exudate. In 
1949 Dick and Pund produced pseudo-hya- 
line-like membranes in the lungs of stillborn 
infants by intratracheal instillation of warm 
centrifuged amniotic fluid and, in addition, 
the lungs were submitted to alternating posi- 
tive and negative pressure of 10 mm. of 
mercury. Miller and Hamilton were unable 
to produce hyaline membranes in dogs and 
rabbits by intratracheal injection of vernix, 
meconium, amniotic fluid, saline, Ringer’s 
lactate solution, and distilled water. Bly- 
stad, Landing, and Smith were unable to 
produce hyaline-like membranes in live rats 
by the instillation of human amniotic fluid 
into the trachea. However, by injecting 
large amounts of amniotic fluid in repeated 
small amounts over a_ period of time they 
produced hyaline-like membranes in the ex- 
cised lungs of guinea pigs and mice. These 
lungs were alternately expanded and con- 
tracted for one hour by air pressure of one 
pound. 

A different approach to the experimental 
production of pulmonary hyaline membranes 
was first used by Farber. He was able to 
produce edema and hyaline-like membranes 
in the lungs of rabbits by performing bi- 
lateral cervical vagotomies. These animals 


died within eight to 24 hours and autopsy 








250 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


showed occasional bronchopneumonia and 
hyaline-like membranes. This work was re- 
peated by Miller, et al, and these workers 
were able to produce hyaline-like mem- 
branes in 13 of 20 rabbits. Histochemical 
preparations of the lungs of these rabbits 
were similar to the hyaline membranes in 
newborn babies. 

A third experimental approach in the pro- 
duction of hyaline-like membranes in ani- 
mals has been the use of oxygen. Many 
authors report pulmonary hyaline-like mem- 
branes in experimental animals after the 
animals have been exposed to oxygen for 
varying lengths of time. The most recent 
production of hyaline-like membranes by this 
procedure was by Bruns and _ Shields. 
Three adult and nine infant guinea pigs 
were placed in 98 per cent concentration of 
oxygen under normal atmospheric pressure 
conditions. The animals died from 38 to 
119 hours after exposure. The adult guinea 
pigs showed pulmonary hyaline-like mem- 
branes. Two three day old guinea pigs were 
autopsied after being in oxygen 38 and 151 
hours and both showed hyaline-like mem- 
branes. Of four one day old animals, only 
one had evidence of hyaline-like membranes. 
Four intrauterine fetuses in one of the adult 
guinea pig’s uterus during the experiment 
did not show evidence of hyaline membrane 
formation. 

Warren and Gates subjected dogs, guinea 
pigs, rats, and rabbits to x-ray irradiation 
and were able to demonstrate pulmonary 
hyaline-like membrane in some of these ani- 
mals. Messen described hyaline-like mem- 
branes in the lungs of rabbits which died of 
carbon dioxide poisoning. 

To date it is apparent that two basic 
methods have been employed in the attempt 
at experimental production of hyaline-like 
membranes. The first of these is intratra- 
cheal instillation of amniotic fluid and its 
constituents with autopsy of the animal after 
a period of respiration. It is believed by the 
authors who have attempted hyaline mem- 
brane production by this method, that pro- 
tein and other constituents of hyaline mem- 
branes in newborn babies are derived from 
the amniotic fluid. It is thought that respi- 
ration must be established and maintained 
for a period of time for the absorption of 
the fluid portion of the amniotic fluid, leav- 
ing the solid portion plastered against the 
respiratory bronchioles, alveolar ducts, and 
alveoli. This concept is based on the fact 
that intrauterine aspiration of amniotic 
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fluid by infants is often considerable. 

The second basic method is the introduc- 
tion of various substances into the respira 
tory tree which cause capillary endothelia 
damage, permitting the escape of blood pro- 
teins into the air spaces. This material ther 
becomes plastered against the sides of th: 
bronchioles, alveolar ducts and alveoli. It is 
believed by this group of investigators tha 
formation of hyaline-like membranes in in 
fants is comparable to those formed in olde) 
children and adults by various inflammatory 
processes. 

Both of these methods of experimental pro- 
duction of hyaline membranes have been 
partialy successful in that some authors have 
been able to demonstrate hyaline-like mem- 
branes lining some of the air passages. The 
major significant difference in the histolog- 
ical picture in the lungs of experimental ani- 
mals, and the lungs of newborn infants pre- 
senting pulmonary hyaline membranes, is 
the absence of atelectasis in all the animals 
in which the membrane has been produced. 
To date there is general agreement that hya- 
line membrane disease, as seen in newborn 
infants, has not been produced in experimen- 
tal animals. It is obvious that many of the 
experimental "methods of production by the 
introduction of foreign substances cannot be 
accepted because infants never come in con- 
tact with many of these. Pulmonary hyaline 
membranes have been seen in infants who 
have not breathed increased oxygen concen- 
trations. Though oxygen may be a factor it 
is not likely the major one. At present it 
seems most probable that numerous factors 
enter into the formation of these membranes. 
Until the origin of this pathological change 
is ascertained, effective preventive measures 
or therapy will be difficult to establish. 
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The inevitable restrictions of advancing years, the reduced activity and a lowered intake of 
bulk-producing foods all contribute to the high incidence of constipation in older persons. 


CONSTIPATION IN THE AGED 


Constipation is almost a universal complaint of geriatric patients 


Frequently, too, the protracted use of cathar- 
tics has left the colon in an atonic state and 
it is no longer capable of effecting a normal 
evacuation. 

Metamucil has long been recommended for 
the treatment of constipation in the elderly. 
A highly refined vegetable product which is 
free from irritants, Metamucil effects a natu- 
ral mechanical stimulus in the colon which 


helps the dysfunctioning muscles to regain 


and maintain their normal tone. 


Metamucil may be safely prescribed for 
prolonged use without fear of dependence, 
intestinal irritations or allergic reactions. 

Metamucil® is the highly refined mucilloid 
of Plantago ovata (50%), a seed of the psyl- 
lium group, combined with dextrose (50%) 
as a dispersing agent. It is accepted by the 
Council on Pharmacy and Chemistry of the 


American Medical Association. 


SEARLE Research in the Service of Medicine 











JOURNAL OF THE OKLAHOMA STATE MEpICcAL ASSOCIATION September, 1953 


bo 
Al 
t 


Dresident’s Dage 


Those who have not given real thought to the problems of rural health will be inclined 
to question the value of a statewide rural health conference. It is all too easy to assume that 
“health is health” and that the development of good health in rural areas is no different 
than its development in any other strata of our society or economy. While such reasoning is 
perhaps largely true, from the standpoint of the theorist, it has long been apparent to those 
who have familiarized themselves with health problems as they actually exist in rural com- 
munities, that there are many factors of the rural enviornment which exert a very profound 
effect upon any effort to raise the health standards of rural people. 


Even in these modern times, the very nature of rural life, makes it difficult for rural 
people to organize effectively for meeting those health needs which can only be supplied 
through the combined efforts of those in the community. 


In spite of the prevalent romantic belief that life on the farm is the easy road to robust 
health, that life is fraught with constant threats to the health and safety of the individual. 
The maintenance of safe and palatable supplies of water, the disposal of sewage and other 
wastes, the constant danger of animal borne diseases and the relative isolation of the farm 
family are among the problems which must be met if our rural people are to enjoy the best 
health which modern medical science can provide. It was this realization on the part of the 
Sub-Committee on Rural Health which prompted the planning of the First Oklahoma Rural 
Health Conference to be held in Oklahoma City September 8 and 9, 1953. The Committee, 
in.organizing this conference, wisely secured the counsel and advice of leading rural organ- 
izations in this state and of other organizations and agencies with a legitimate interest in 
rural health. Through these sponsoring organizations, the program for the conference was 
developed and some 1,500 rural leaders have been invited to attend. 


In an economy such as Oklahoma’s we must all be aware that problems of agriculture 
are the problems of us all. Agriculture in Oklahoma can flourish best when Oklahoma’s 
agricultural population enjoys flourishing health. We all have a stake in rural health and can 
best protect that stake by working together with rural people in solving their health prob- 


lems as they develop. 
Your attendance at the first Rural Health Conference is your best opportunity to take 


an active part in the development of an Oklahoma rural health program in which you can 
believe and in which you can work hand in hand with those willing to strive together toward 


a common goal. 


an FN Wacel Ho 


President 
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NEW OFFICE PLAQUE 


dark brown lettering on buff 


harmonizes with any office decor 


A NEW PUBLIC RELATIONS AID 


- -- to boost your PR rating 








TO ALL@my PATIENTS 


I invite. you to discuss frankly 
with me any questions regarding 
my Services or my fees, 

The best medical service is based 
on a friendly, mutual under. 


standing between doctor and patient 








understanding between patient and doctor. 


As you know, a physician's best public relations is car- 
ried on right in his own office. Here the physician gets 
acquainted with his patients . . . gives them a chance 
to talk over problems . . . builds a feeling of mutual 


Your American Medical Association has designed an 


POSTPAID 


measures 1142 by 734 inches 
for desk or wall 


laminated plastic finish 


PRICE 
$1 





attractive new office plaque to be displayed prominently 
on an office desk or wall. This is a graphic invitation to 
patients to talk over professional services and fees. Patients 


like to ask questions, but often are hesitant to do so. This 
plaque will open the door to better relations with your 
patients. Order one today. 
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ANNOUNCING THE TWENTY-THIRD ANNUAL CONFERENCE 


OF THE OKLAHOMA CITY CLINICAL SOCIETY 


H. DAVIS CHIPPS, M.D., PATHOLOGY, Director 


of Laboratories, Ochsner Clinic and Foundation Hos 
pital, New Orleans, Loutsiana. 

EDWARD lL. 
Professor of Bone and Joint Surgery, and Chairman of 
Department, Northwestern University Medical School, 


Chicago, Illinois. 
MURRAY M. COPELAND, M.D., SURGERY, Profes 


sor of Oneology, Georgetown University Medical Center, 


Washington, D.C, 

CHARLES C. DENNIE, M.D., DERMATOLOGY, 
Professor of Dermatology, University of Kansas Medical 
School, Kansas City, Missouri. 

WILLIAM 8. FIELDS, M.D., NEUROLOGY, Profes 
sor of Neurology, Baylor University College of Medicine, 
Houston, Texas. 

ERLE HENRIKSEN, M.D., GYNECOLOGY, Clinical 
Professor of Gynecology, University, University of 
Southern California Medieal School, Los Angeles, 
California. 

W. PAUL HOLBROOK, M.D., MEDICINE, Director 
of Research, Southwestern Clinic and Research Institute, 
Ine., Tueson, Arizona. 

WILLIAM G. LEAMAN, JR., M.D., MEDICINE, 
Professor of Medicine and Chairman of Department of 
Medicine, Woman’s Medical College of Pennsylvania, 


Philadelphia, Pennsylvania. 


COMPERE, M.D., ORTHOPEDICS, 


OCTOBER 26, 27, 28, 29, 1953 

PERRY S. MacNEAL, M.D., MEDICINE, Associate 
in Medicine, Jefferson Medical College, Philadelphia, 
Pennsylvania. 

LYMAN MASON, M.D., OBSTETRICS, Clinical Pro 
fessor of Obstetrics and Gynecology, University of 
Colorado School of Medicine, Denver, Colorado. 

GEORGE PINESS, M.D., ALLERGY, Associate Pro 
fessor of Medicine, University of Southern California, 
Los Angeles, California. 

MERRILL J. REEH, M.D., OPHTHALMOLOGY, 
Assistant Clinical Professor and Consultant in Opththal 
mie Pathology, Oregon Medical School, Portland, 
Oregon 

PETER A, ROSI, M.D., SURGERY, Associate Profes 
sor of Surgery, Northwestern University, Professor of 
Surgery, Cook County Graduate School of Medicine, 
Chicago, IL 

FRANCIS F. SCHWENTKER, M.D., PEDIATRICS, 
Professor of Pediatrics, The Johns Hopkins Hospitals, 
Baltimore, Maryland. 

HOWARD E. SNYDER, M.D., SURGERY, Lecturer 
in Surgery, University of Kansas, Lawrence, Kansas 

HARRY M. SPENCE, M.D., UROLOGY, Clinical 
Professor of Urology and Chairman of Department, 
Southwestern Medical School of the University of Texas, 


Dallas, Texas. 


EDWARD M. MeCORMICK, M.D., PRESIDENT, AMRICAN MEDICAL ASSOCIATION, TOLEDO, OHIO. 


CLINICAL PATHOLOGICAL CONFERENCE 


GENERAL ASSEMBLIES 


ROUND-TABLE LUNCHEONS 


POSTGRADUATE COURSES 


COMMERCIAL EXHIBITS 


SMOKER 
DINNER MEETINGS 


Registration Fee of $20.00 includes all the above features 
For further information, address Executive Secretary, 503 Medieal Arts Building, Oklahoma City, Okla. 





CREDIT SERVICE 


330 American National Building 
Oklahoma City, Oklahoma 


x * * 


We offer a dignified and effective collection 
service for doctors and hospitals located 
anywhere in the State. Write for informa- 


tion. 


x * * 


Members of: 


American Collectors Association 
and 


National Association of Medical- 


Dental Bureaus. 


3¢ YEARS 
Experience In Credit and 
Collection Work 


Robt. R. Sesline, Owner and Manager 












Dictation is EASIER 


with AUDOGRAPH 






WHICH DICTATING METHOD IS 
BETTER FOR YOU? 
Your choice of two systems—each the best 
you can buy 





The Gray Audograph personal Soundwriter that 
keeps ahead of the busiest excutive pace 

The Gray PhonAudograph phone dictation sys 
tem which brings the benefits of modern elec- 
tronic soundwriting to your occasional dicta 
tors ; 


Call or write for free demonstration 


THE BAKER C0. 


Audograph Distributors 


610 Leonhardt Bldg. 
Phone CEntral 2-9264 
Okla. City, Okla. 
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WHOLE 


@ The Best Tasting Aspirin 
You Con Prescribe. 


CHEWED- ye rag ~ 
fj 
OR IN FOOD @ The Flavor Remains Stable 


OR LIQUID q td Down to the Last Tablet 
| ; in the Bottle. 


th @ 24 Tablet Bottle... 






@ e -? 2% gr. each 15¢ 
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ON TONGUE 4 
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Grooved Tablets — 
Easily Halved. 
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We will be pleased to send samples on request ‘ 
THE BAYER COMPANY DIVISION of Sterling Drug Inc., 1450 Broadway, New York 18, N. Y 
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A.C.P. REGIONAL MEETING TO BE HELD IN TULSA 


The Oklahoma-Arkansas Regional Meeting of the 
American College of Physicians will be held in Tulsa 
at the Mayo Hotel September 19. Program is as follows: 

MORNING SESSION 

:00 REGISTRATION 
9:45 Governor’s Welcome 

Wann Langston, M.D., F.A.C.P., 

Oklahoma City 

Presiding Officer 
S. Charlton Shepard, M.D., F.A.C.P., Tulsa 

10:00 The Use of 6-Mereaptopurine in Treatment of 


€ 


Leukemia 
Vineel Sundgren, M.D., Associate, Tulsa 
10:15 <A Clinical Comparison of Anti-Cholinergie Drugs 
Joe H. Hardin, M.D., Little Rock, Ark. 
(by invitation) 
10:30 Some Aspects of Hodgkin’s Disease 
John W. DeVore, M.D., Oklahoma City 
(by invitation) 
10:45 Microscopic Studies of the Human Gastric Mu 
cosa in Vivo 
Stewart Wolf, M.D., F.A.C.P., Oklahoma City 
11:00 INTERMISSION 
11:15 Symposium—Control of Diabetes 
Presiding Officer 
A. A. Blair, M.D., Governor for Arkansas 
1. Dietetic Control of Diabetes 
Louis Lambiotte, M.D., Fort Smith 
(by invitation 
2. Vascular Complications in Relation to Con 
trol of Diabetes 
Bert F. Keltz, M.D., F.A.C.P., 
Oklahoma City 
3. Use of Insulins 
Earl I. Mulmed, M.D., Associate, Tulsa 
4. Edward Bortz, M.D., F.A.C.P., Philadelphia 
Regent of the College 


MEDICAL WRITERS’ ASSN. 
WILL FEATURE OKLA. SPEAKERS 


Oklahoma physicians are invited to attend the 10th 
Annual Meeting, American Medical Writers’ Ass’n, to 
be held at the Elk’s Club, Springfield, Ill, Sept. 23, 
under presidency of Lewis J. Moorman, M.D., Editor of 
the Journal of the Oklahoma Medical Association. The 
meeting will be held during the 18th Annual Meeting, 
Mississippi Valley Medical Society (September 23, 24, 
25) at the same Club. The program follows: 

The morning session will feature a Symposium on 
Medical Writing by Dr. Julius Jensen, St. Louis; Dr. 
Stewart G. Wolf, Jr., Oklahoma City; Dr. Theodore R. 
Van Dellen, Chicago; Dr. Richard M. Hewitt, Rochester, 
Minn. and Lee D. van Antwerp, Chicago. Also papers on 
Medical Writing for Medical Students by Dr. Walter 
R. Bett, London, England and Dr. Dean F. Smiley, 
Chicago. The afternoon session will feature a Symposium 
on Medical Writing by a non-medical group of six from 
the Southern Medical Journal, Mayo Clinic, Illinois State 
Medical Society and the Universities of Oklahoma and 
Michigan. The evening sesion will feature a fellowship 
hour, dinner, presentation of awards and fellowships 
and an address by Dr. Walter R. Bett of London, the 
distinguished British Writer and librarian. A detailed 
program may be secured from Harold Swanberg, M.D., 
Secretary, W. C. U. Bldg., Quincey, Ill. All concerned 
with any phase of medical writing are cordially invited. 


There are no registration fees. 


12:15 Dissecting Aneurysm: Clinieal Picture 
Ben T. Galbraith, M.D., McAlester 
(by invitation) 
12:30 Question and Answer Period 
1:00 Luncheon 
AFTERNOON SESSION 
Presiding Officer 
Elmer Musick, M.D., F.A.C.P., Oklahoma City 
2:00 The Treatment of the More Common Cardiac 
Emergencies 
W. W. Hamilton, M.D., Little Rock, Ark. 
(by invitation) 
2:15 Clinieal Varieties of Hypo-parathyroidism 
R. Palmer Howard, M.D., Associate, 
Oklahoma City 
Edward C. Reifenstein, M.D., F.A.C.P., 
Oklahoma City 
2:30 Modern Management of the Diabetic 
Edward L. Bertz, M.D., F.A.C.P., 
Regent of the College, Philadelphia 
3:00 INTERMISSION 
Presiding Officer 
Harry A. Daniels, M.D., F.A.C.P., Oklahoma City 
3:15 Symposium: Recent Advances in Cardio-Vaseular 
Diseases 
1. Clinical Indications for Valvulotomy 
Cecil F. Boulden, M.D., Fort Smith, Ark. 
(by invitation 
2. Newer Drugs in the Treatment of 
Hypertension 
C. L. Lewis, Jr., M.D., Tulsa 
(by invitation 
3. Some Practical and Theoretical 
Considerations in a therosclerosis 
Robert H. Furman, M.D., F.A.C.P., 
Oklahoma City 
$:15 Diseussion Period 


KANSAS CITY CONFERENCE 
SLATED THIS MONTH 


The Kansas City Southwest Clinical Society will 
present the 3lst Annual Conference in the Municipal 


Auditorium, Kansas City, Mo., September 28—October 1. 


In addition to lectures before the general assemblies, 
these guests will varticipate in a panel diseusion as the 
closing feature of each afternoon sesion excepting 
September 29, when the session will close with the 
clinicopathologie conference. 

Color television programs, medical and surgical have 
been arranged through the courtesy of Smith, Kline & 
French Labs., who will use two cameras to televise the 
program from the Kansas City General Hospital to the 
auditorium, thus preventing any loss of time. They also 
use two large screens which afford adequate vision for 
an audience of 500 simultaneously. 


LICENSED IN SOUTH DAKOTA? 


Physicians licensed in South Dakota are reminded 
that legislation recently passed has created an annual 
registration fee of $2.00. If you are licensed in South 
Dakota and wish to maintain that license, payment of the 
registration fee should be made to the South Dakota 
Board of Medical Examiners, 300 First National Bank 
Bldg., Sioux Falls, South Dakota, by January 1, 1954. 
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RURAL HEALTH CONFERENCE 
TO DRAW DOCTORS, RURAL GROUPS 


All physicians are urged to attend the First Okla 
homa State Rural Health Conference scheduled for Okla 
homa City September 8 and 9 at the Skirvin Hotel. 

Purpose of the conference is to bring the rural leaders 
of Oklahoma together with representatives of the medi 
eal profesion and other groups concerned with health 
problems, for discusions as to the nature of rural 
health problems existing in Oklahoma and the most ef 
fective means by which those problems can be met. The 
couference is being sponsored by the Oklahoma State 
Medical Asociation with the following organizations 
acting as co-sponsors: Extension Service of the Univer 
sity of Oklahoma, Agricultural Extension Service of 
the Oklahoma A. and M. College, Oklahoma Congress 
of Parent-Teachers, Oklahoma Home Demonstration 
Council, Oklahoma Advisory Health Council, Oklahoma 
Farm Bureau Federation; Oklahoma State Dental As 
sociation, and the Oklahoma State Health Department. 

The program will be built around the six topies eon 
sidered of greatest interest to Oklahoma’s rural resi 
dents. 

Majority of the speakers are Oklahomans. However, 
Aubrey Gates, field director of the Council on Rural 
Health of the A.M.A. and formerly associate director, 
Agricultural Extension Service, University of Arkansas, 
Little Rock, will speak at the dinner meeting Septembe1 
8 on ‘‘ Rural Health is Your Business.’’ 

Speaking at the luncheon September 9 will be Mrs. 
Charles W. Sewell, former director, Associated Women, 
American Farm Bureau Federation, Otterbein, Ind., 
whose topic will be ‘* Let’s Do It Ourselves.’ 

Following a tour of the Oklahoma Medical Research 
Foundation and the University of Oklahoma Medical 
Center, during the morning September 8, panel discus 
sions will be held in the afternoon on the following 
topics: 

l. ‘*Organizing Rural Communities to Meet Their 

Own Health Needs,’’ David Steen, Executive Secretary, 
Oklahoma Advisory Health Couneil, Norman. 
2. ‘**Multiple Health Screening Tests in Rural Com 
munities,’’ Kirk T. Mosley, M.D., Director, Division of 
Chronie Diseases, State Health Department; Professor, 
Preventive Medicine, University of Oklahoma School of 
Medicine, Oklahoma City. 

3. ‘*Nutrition and its Relation to Rural Health in 
Oklahoma,’’ Miss Mary Leidigh, Nutritionist, Oklahoma 
A. and M. College, Stillwater, Okla. 

+. ‘*Animal Diseases and Their Relation to Rural 
Health in Oklahoma,’’ J. Wiley Wolff, D.V.M., Pro 
fessor, and Head of Medicine and Surgery, School of 
Veterinary Medicine, Oklahoma A. and M. College, 
Stillwater. 

5. ‘*Meeting the Costs of Medical Care of Okla 
homa’s Farm Families, ‘‘ Wayne Starkey, M.D., mem 
ber, Blue Shield Board of Directors, Altus. 

6. ‘*How Rural Oklahoma Communities Can Get Phy 
sicians,’’ Dick Graham, Executive Secretary, Oklahoma 
State Medical Association, Oklahoma City. 

Wednesday morning’s program will be a continuation 


of the group discusions, 


OFFICERS ELECTED 


Recently elected officers of the Oklahoma Society of 
Psychiatrists and Neurologists are: A. A. Hellams, M. 
D., President; Harry Wilkins, M. D., Vice-President; 
Charles A. Smith, M.D., Seecretary-Treasurer; and Neil 
Kimerer, M.D., member of the Executive Committee. 
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HOUSE OF DELEGATES 
TO MEET OCTOBER 25 


The House of Delegates of the Oklahoma State Medi 
cal Asociation at the Annual Meeting in Tulsa in Apri 
appreved the continuation of the holding of mid 
winter meeting of the House of Delegates. 

At a meeting of the Council June 21, the time of the 
meeting was set as October 25. This date is the Sunday 
immediately preceding the Oklahoma City Clinical So 
ciety. The meeting will be an all day sesion, the first 
part of the meeting being devoted to business of the 
Association and the balance of the program a discus 
sion of social and economic problems facing the profes 
sion, 

Any member of the Association is privileged to atten 
the meeting of the House of Delegates although delk 
gates will be the only ones that are allowed to vote cor 
cerning the business affairs of the Association. Officia 
call for the meeting of the House of Delegates will b 
issued by the Speaker of the House, Clinton Gallaher, 
M.D., Shawnee, in the near future. 

Delegates who represented their county or district 
society at the spring meeting will be the authorize: 
delegates for the fall meeting. 


SCHOOL HEALTH CONFERENCE 
SCHEDULED FOR NORMAN 


Sponsored by the Oklahoma School Health Admin 
istrators’ Association, Oklahoma Advisory Health Coun 
cil, Oklahoma State Health Department and the Okla 
homa State Medical Association School Health Com 
mittee, the third annual Sehool Health Conference will 
be held in Norman October 16-17. 

Oklahoma physicians are urged to attend the confer 
ence because of the opportunity which it gives them to 
assist in the planning and development of school health 
programs. As a result, these programs will be more 
satisfactory to the medical profession, the sehools and 
will produce better results for the children, Physicians 
are reminded that the conference is scheduled for the 
weekend of the Oklahoma-Kansas football game in 
Norman, October 17, and that it is also ‘‘ Dad’s Day’ 
at the University. 

Theme of the conference will be a three point progran 
covering the following: 1. Healthful environment; 2 
Health edueation; 3. Health services. 


GOVERNOR MURRAY APPOINTS 
MENTAL HEALTH BOARD 


The 24th session of the Oklahoma Legislature repealed 
the old mental health law and enacted a new one witl 
one of the provisions of the new legislation being the 
appointment of a board of mental Health composed of 
two physicians, one attorney and three lay persons. Ap 
pointed to the Board by Governor Murray to represent 
th medical profession were Maud Masterson, M.D., Ok 
lahoma City, and Joe Tyler, M.D., Tulsa. 

Governor Murray’s appointments were made from 
list of names submitted by the Council of the Associa 
tion. 

3oth Doctor Tyler and Doctor Masterson served o1 
the Association’s committee to assist the House of 
Representatives in the investigation of the Centra 
State Hospital. 
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GRIEVANCE COMMITTEE ISSUES 
WARNING ABOUT COLLECTION 
LETTERS, REFERS ONE CASE 
TO COUNTY MEDICAL SOCIETY 


Press coverage of the recent annual meeting in Tulsa 
especially regarding the report of the Grievance Com- 
mittee, as has been the case each year since the crea- 
tion of the committee, resulted in an increase in the 
number of complaints filed with the committee in re- 
cent months. 

Two sessions of the Grievance Committee were held 
during the Annual Meeting; one meeting has been held 
since that time and a meeting is scheduled for some- 
time in September. 

Two cases were referred to the Council at its last 
meeting and the Council authorized the referral of the 
eases to the county society for disciplinary action and 
the matter is now pending a hearing of the Board of 
Censors of the County Society. 

At the request of one county medical society, the 
staff and the board of control of one hospital hospital 
in the state, the Committee recently completed recom 
mendations for the staff constitution and by-laws of 
the board of control and rules and regulations for the 
hospital which were unanimously adopted by the staff 
and the board of control. It will, it is hoped, be effec- 
tive in correcting an unsatisfactory condition which had 
existed in regard to hospital records and regulations be- 
tween members of the staff. 

The Committee wishes to eall attention of the mem 
bership to the importance of informing themselves as 
to the type of collection efforts made on their behalf 
by collection agencies employed by them. This was 
forcefully brought out in one case presented to the com 
mittee in which the following letter from a collection 
agency was transmitted: 

‘Received your sweet letter that you turned the 
account over to the State Medical Association and 
I am sure glad as the devil that you did, for the 
State Medical Association will know that you don’t 
pay your bills, and your record in the 

Collection Agency, Credit Bureau, and 
Oklahoma Credit Bureau will be absolutely N. G., 
and what we mean is absolutely N. G., double N. G., 
as far as we are concerned. You weren’t even de 
cent enough to answer any of our letters until a 
registered letter was sent you, then you got all hot 
and bothered, etc., ete., ete., so now being as you 
want to go to bat, we will sure go to bat and I 
don’t mean maybe.’’ 

In this particular case, the committee felt that the 
fees they were attempting to collect were justifiable 
but that the method used was not to be condoned. 


DOCTOR AMSPACHER APPOINTED 
SCIENTIFIC WORK CHAIRMAN 


James Amspacher, M.D., Oklahoma City, an orthopedic 
surgeon, has been appointed by John E. MeDonald, 
M.D., as chairman of the Scientific Work Commitiee of 
the Oklahoma State Medical Association to prepare 
the scientific program for the Annual Meeting to be held 
in Oklahoma City May 10, 11, and 12. 

Any member of the Association who desires to read a 


scientific paper or exhibit a scientific subject should 
immediately contact Doctor Amspacher. 

Final selection of speakers and exhibits will be an 
nounced after the first of the year. 
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ON ACTIVE DUTY 


Oklahoma physicians who recently entered active duty 
in the armed forces include: 

F. M. Adams, Jr. (Major), Nowata—reported to Ft 
Bragg, N. C. 

Jerome M. Adams (Lt.), reported to Wm. Beaumont 
Army Hospital, El Paso, Texas 

Joseph C. Canada (Lt. Col.), Tahlequah, reported t 
Fort Sam Houston, San Antonio, Texas. 

Robert M. Gastineau (Lt.), Oklahoma City, Fort San 
Houston 

James E. Loucks (Capt.), Oklahoma City, Fort San 
Houston. 

David C. Ramsay (Capt.), Ada, Camp Carson, Colo. 

Robert E. Walden (Capt.—Air Force), Taft, For 
Sam Houston. 


RELEASED FROM SERVICE 


According to word received in the Executive Offices 
the following physicians have been released from serv 
ice. Where possible, their last military station and pres 
ent residence is given: 

Ben F. Bridges (Capt.), Tulsa, Brookley Air Fore: 
jase, Alabama. 

John M. Brown (Capt.), Oklahoma City, was stationed 
in the Far East. 

Avalo V. Caldwell, Lawton, was stationed at Fort 
Sill. 

Alan Cameron, Wagoner, was stationed in Germany 

Jenner G. Coil (Capt)., Oklahoma City, released fron 
service at Fort Sill. 

Wiley P. Dickenson (Lt.), formerly of Tecumseh, now 
of Ardmore, was stationed in Germany. 

Charles A. Feigley (Capt.), Oklahoma City, stationed 
at Keesler Air Foree Base, Mississippi, when released. 

Clarence Robinson, Jr. (Capt.), Oklahoma City, sta 
tioned at Warren Air Foree Base, Wyoming, when r 
leased. 

Harry W. Vandever (Lt. J£.); Enid, released fron 
service at Jacksonville Naval Air Training Station, 
Florida 

Donald E. Wicker, Lawton, served with the U. 8S. 
Navy at Camp Lejuene, N. C., aboard the U.S.S. Salen 
in the Mediterranean and at the U. S. Navy Hospital, 
Memphis 


HEART CONFERENCE SLATED 
FOR DENVER IN NOVEMBER 


A postgraduate conference in ‘*Clinieal Electrocardio 
graphy, and Recent Advances in Cardiovascular Di 
seases’’ will be held in Denver, Colo., November 9-14. 
The conference will be sponsored by the Colorado Heart 
Association, University of Colorado School of Medicine, 
Fitzsimons Army Hospital and the Colorado Depart 
ment of Public Health. No registration fee will be 
charged for the first three days on clinical electrocardio 
graphy to be held at Fitzsimons Hospital. 

The last two and one-half days will be devoted to 
recent advances in cardiovascular diseases and out of 
state physicians will be charged $15.00 for this session 
to be held at the Cosmopolitan Hotel. 

Further inforation can be obtained from Edwin M. 
Goyette, Col., M.C., Fitzsimons Army Hospital, Denver; 
or the Colorado Heart Association, 314 14th St., Denver. 
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BLUE CROSS MEMBERSHIP 


ra NOW AVAILABLE ra 


TO ALL OSMA MEMBERS 


An Open Letter 


To Members of the Oklahoma State Medical Association 


At the last meeting of the House of Delegates, the Executive Office 
was instructed to approach the Blue Cross Hospital Plan to offer their facil- 
ities to the members of the Oklahoma State Medical Association not now 


enrolled. 


Blue Cross has agreed to enroll all members not now enrolled in Blue 
Cross and under the age of 65, on November 1, 1953. 


The cost of the coverage is $24.00 a year for a single person and 
$50.40 a year for a family, irrespective of the number of children so long 
as they are unmarried and under the age of 21. Please be certain in 
filling out the application blank that you list the names of your dependents 
and their birth dates. 


Your application should be returned to the Executive Office, 1227 
Classen Drive, Oklahoma City, not later than October 1. Al! contracts will 


be effective November 1. 


No money is to accompany the application, as you will be billed 


from the Blue Cross office. 


We sincerely trust that each physician will take advantage of this 
coverage, since it will not be possible for you to enroll after October 1, 


until the group is reopened next year. 


REMEMBER, RETURN YOUR MEMBERSHIP APPLICATION 
BEFORE OCTOBER 1 
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Have You Heard? 


O. J. Hake, M.D., formerly of Seminole and reeently 


discharged from the army, has joined the Phelps Clinic 


staff in El] Reno. 

Richard B. Lincoln, M.D. is now associated with Moor 
man P. Prosser, M.D., Oklahoma City, and will limit his 
practice to neurology and diagnostic electroencephalo 
graphy. Doctor Lineoln was graduated from the Uni 
versity of Oklahoma in 1944, spent three years at Will 
Rogers V. A. Hospital in internal medicine and has 
just completed a year at Illinois Neurosychiatrie Insti 
tute, Chicago, where he has had training in neurology 
and electroencephalography under Gibbs and Gibbs. 

T. H. Henley, M. D., a graduate of the University of 
Oklahoma, is now practicing in Canton. 

G. O. Webb, M.D. has returned to Temple to practice 
after being associated with veterans hospitals in Ari 
zona for some time. 

Ralph R. Heine, M.D., recently discharged from the 
army, has joined the Community Hospital-Clinic staff 
at Elk City. 

Melvin Fry, M.D., formerly of Tishomingo and Wright 
City, has recently moved to Cheeotah. 

J. W. Ambrister, M.D., Hobart, is taking a residency 
in Oklahoma City. 

Fred D. Switzer, M.D., formerly of Hugo and more 
recently of DeQueen, Ark., has joined the MeAlester 
Clinie Staff. 

Elizabeth P. Fleming, M.D., is the new health direetor 
for Atoka County. 

John E, McDonald, M.D., Tulsa, O.S.M.A. president, 
was quoted in the July Woman’s Home Companion 
article, ‘‘How Much Should Your Doctor Charge?’’ 

William C. Click, M.D., has joined the Chickasha 
Hospital and Clinic staff. 

O. J. Gee, M.D., Oklahoma City, has been elected 
National Commander of the Army and Navy Legion 
of Valor. He holds the Distinguished Service Cross. 


STATE HAS 23 
NEW PHYSICIANS 


According to word received in the Executive Office, 
at least 23 new physicians have gone into practice in 
the state during June and July. The majority of the 
physicians are practicing in rural communities. Among 
the physicians who have recently opened their practices 
are: 

Jack Alexander, M.D.—Ponea City 
Charles E. Baker, M.D.—Ardmore 
Lynn C. Barnes, Jr., M.D.—Nowata 
Charles E. Beek, M.D.—Lindsay 
Eugene S. Bell, M.D.—Tishomingo 
Marion D. Christensen, M.D.—Kiowa 
William Claude Click, M.D.—Chickasha 
David C, Clemans, M.D.—Hartshorne 
James W. Coin, Jr., M.D.—Wagoner 
J. T. Colwieck, Jr., M.D.—Durant 
James H. Elliott, M.D.—Nowata 

J. Douglas Green, M.D.—Cushing 
George A. Hart, M.D.—Cherokee 
William L. Hulen, M.D.—Tipton 
Willie George Long, M.D.—Pureell 
Arnold G. Nelson, M.D.—Chickasha 
George R. Randels, M.D.—Hollis 
Thomas F. Regan, M.D.—Chickasha 
Richard Lee Russell, M.D.—Picher 
William L. Shead, M.D.—Norman 
Burl E. Stone, M.D.—Anadarko 

J. L. Wheeler, M.D.—Oklahoma City 
C. J. Womack, M.D.—Wister 
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FROM THE OKLAHOMA DIVISION, 
AMERICAN CANCER SOCIETY 


The following communication received from the Na 
tional Office of the American Cancer Society is re 
printed, in its entirety, for your information. 

FROM: Vedical and Scietifie Director 
SUBJECT: KOCH CANCER TREATMENT 
Rogers vs. Baldor ‘‘ Florida Circuit Court’’ 

1. The Koch treatment for eancer is perhaps the 
most widely employed of the unorthodox treatment 
methods. The Journal of the American Medical Associa 
tion and its Bureau of Investigation have repeatedly 
condemned the promotion of Koeh’s ‘‘Glyoxylide,’’ 
which does not appear to be based on any generally a 
cepted concept of cancer and which, on analysis by the 
Federal Food & Drug Administration, does not appear 
to have any active ingredients. 

2. In 1942, the Federal Trade Commission instituted 
litigation against Koch, as did the Food and drug Ad 
ministration in the same vear. The first trial resulted in 
a hung jury. A second trial in 1946 ended when a juror 
beeame ill 

3. In the fall of 1951, Mr. J. T. 
Florida filed a elaim against Julian Baldor, M.D., for 


Rogers of Lutz, 


damage s in the amount of $150,000 « harging malpractice 
and abandonment. The malpractice charge was based on 
the fact that Mr. Rogers, suffering from biopsy-proven 
but apparently localized cancer of the lip, was ‘‘ treated’’ 
by Dr. Baldor, who employed Koch’s glyoxylide and 
diet as the sole treatment method, The cancer continued 
to grow until it involved the entire lower lip, chin and 
lvmph nodes of the neck, ultimately requiring extensive 
surgery in the Tampa Municipal Hospital, in the course 
of which the lower jaw had to be sacrificed. 

4. The Cireuit Court trial was held in Tampa, Flori 
da, March 2 to March 13, and in the course of it, depo 
sitions for the plaintiff by Dr. Alfred Gellhorn of the 
Francis Delafield Hospital, New York City; Dr. C. P. 
Rhoads of Memorial Cancer Center, New York City; 
Dr. Harry M. Nelson, President of the American Cancer 
Society, and other prominent physicians were presented. 
The Medical and Scientific Director of the American 
Caneer Society appeared for the plaintiff, testifying fo 


several hours. 

5. The jury’s verdict was in favor of the plaintfiff, 
Rogers, and it awarded $65,000 in damages to him. 

6. It is anticipated that this decision will strengthen 
future efforts of the Food and Drug Administration to 
prosecute the promotion of the Koch ‘‘cure.’’ 


Editors note Each month in this space the Oklahoma Di 
vision, American Cancer Society will publish news in the 
field of cancer control of interest to our readers 
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BOOK REVIEWS 


THE PSYCHOLOGY AND PSYCHOTHERAPY OF 
OTTO RANK by Fay B. Karpf, Ph. D. Published 
by Philosophical Library, New York. 

The author has fulfilled the aims implied in her 
title in an admirable manner. She presents a brief longi- 
tudinal view of Rank’s professional life including his 
introduction to and departure from the Freudian group. 

She gives an admittedly critical examination of a few 
of Freud’s most important basic concepts and follows 
this by an explanation of the reasons for the break from 
the Freudian school by both Jung and Adler. The major 
theoretical considerations and therapeutic technics of 
both Jung and Adler are discussed. 

The remainder of the book deals with a more detailed 
consideration of Rank’s theory and therapy. Rank is 
constantly compared to Freud. The reader discovers 
that Rank developed his system by attempting to modify 
and revise certain of Freud’s concepts and that this 
practice led to his separation from the orthodox psycho 
analysis. 

If the breaks from Freudian psychoanalysis by Adler, 
Jung and Rank had been presented in chronological se- 
quence, the total story would have unfolded in a more 
logical fashion and the book would have been more 
readable.-—Robert A. Schneider, M.D. 


A MANUAL OF CLINICAL ALLERGY 
John M. Shelton, M.D., Robert G. Lovell, M.D. and 
Kenneth P. Mathews, M.D. 

This book barely more than pocket-size contains in- 
formation which will be useful to the allergist, intern- 
ist, general practitioner and student. The passages de- 
scribing the general approach to the allergic patient are 
particularly helpful and enable one familiar with the 
material to place laboratory procedures such as skin 
testing in their proper perspective. 

Some of the chapters will be of interest primarily to 
the allergy specialist. One chapter, for example, contains 
a beautifully illustrated treatise on pollen morphology. 

The eriticisms are few and of minor consequence, e.g., 
the sentence on page 88 which states that, prolonged 
administration of penicillin may be helpful, especially 
against penicillin-sensitive organisms.’’ The term mi 
graine is often used in a broader sense than is ordinarily 
accepted 

There is a well selected small group of references to 
the medical literature and to sources where one can ob- 
tain materials useful in allergy practice such as allergen 
proof covers, cotton blankets that are free of wool, ete. 
—Kelly M. West, Jr., M.D. 


DANGER SIGNALS. Warnings of Serious Diseases. 
By Walter C. Alvarez, M.D., Wileox and Follett 
Company, New York, 1953. 

Dr. Alvarez undoubtedly had the best of motives in 
writing Danger Signals, but it would seem the book ac 
complishes very little. Such a work has certain inherent 
handicaps, and these are faced in the preface by the 
author’s acknowledgment that it will give rise to un 
founded anxiety in many readers and that others will 
error in taking it as a guide for self-diagnosis and 
treatment. Unfortunately, its greatest appeal probably 
will be for the very group most likely to fall into those 
two categories; the majority of the warnings it lists 
would be self-evident reasons for consulting a physician 
to other readers. 

The chapter on how to find a good doctor is to be 
commended; but not so are Doctor Alvarez’s insuffi- 
cient regard in this treatise for the general practitioner 
or for variability in symptomatology and modes of 


therapy in specifie conditions.—Clair Liebrand, M.D. 


PSYCHIATRIC DICTIONARY With Encyclopedic 
Treatment of Modern Terms. 
Leland E. Hinsie, M.D. and Jacob Shatzky, Ph. D. 
Second Edition with Supplement. New York. Ox 
ford University Press. 1953. 

To attempt a clear understanding of present day psy 
chiatry is a matter of sustained diligence with little 
hope of success. Those who approach the task should 
seek the wisdom of the Bible, the rationality of Dr. 
Samuel Johnson’s Dictionary and the guidance of his 
prayers. In the latter, this helpful appeal appears; ‘* Al 
mighty God, in whose hands are all the powers of 
man ... be present with me in my studies and in 
quiries’’ and ‘*‘. . . appease the tumults of my mind.’’ 

Armed with these safeguards one may hopefully p 
ruse this formidable Hinsie and Shatzky Psychiatru 
Dictionary. The reviewer is confident the compilers shar 
Doctor Johnson’s conception of the lexicographer’s task 
whose only hope is to escape reproach. ‘‘He that un 
dertakes to compile a Dictionary, undertakes that, 
which, if it comprehends the full extent of his design, 
he knows himself unable to perform.’’ 

The word psychiatry is not in Doctor Johnson’s Die 
tionary but the concept was definitely in his mind 
Likewise, it has oceupied the minds of all successful 
physicians through the ages. Sans formal training in 
this special field, the common sense of the good family 
physician encompassed what the Distionary terms ‘‘ psy 
chiatry’’ and it was practiced with a surprising degree 
of success. It is interesting to note that Doctor John- 
son’s words beginning with ‘‘ps’’ are few. The list 
opens with ‘‘psalm’’ and closes with ‘‘pshaw.’’ What 
would be his definition of psychiatry if only he could 
take a look at humanity today and record his impressions, 

Though the authors considered brevity their ideal, 
their difficulties are revealed by the encyclopedic eluci- 
dation of their definitions. This results in an intriguing 
treatise on the more than 8,000 words, terms and con- 
cepts appearing in the volume’s 780 odd pages. 

The elaborate attempt to give each definition ‘‘ vital, 
clinieal and realistic meaning’’ reminds one of Doctor 
Johnson’s meticulous methods. In spite of this, on 
finds himself constantly reading between the lines. This 
is not surprising since obviously in medicine, and par- 
ticularly in psychiatry, it is impossible to put everythirg 
on the line. This rather discursive discussion of the 
Dictionary is not to discredit or condemn, but rather to 
stress the difficulties encountered in this field, failing 
as it does, between what we know about the body and 
what we do not know about the mind. 


Obviously the soma cannot function without the 


psyche. Every phase of our behaviour and our total 
response to environment, plus our acceptance of this 
Dictionary, hinges upon this intangible something ws 
eall psyche. As now classified by psychiatrists, th 
psyche is considered one of the organs of the body with 
‘‘its own form and function, its embryology, its gross 
and microscopic anatomy, physiology and patholog: ” 
Considering our present limitations, would it not be 
better to wait until we can finger Freud’s conscious and 
uneconcious divisions of the mind with palpable certain: 
and slide their numerous components under the micro 
scope for determination of their nature, structure, wn 
pathology. 

The Second Edition of the Psychiatric Dictiona 
with its voluminous supplement containing many words 
not yet familiar to the profession as a whole, represents 
one of the best available attempts to bridge this chasu 
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between body and mind. 

Considering the current relative importance of psy- 
chiatry, with its rapidly growing vocabulary, it behooves 
every wide awake physician, whether general practitioner 
or specialist, to have this volume at hand and eall it to 
mind when strange words and incomphensible terms 
arise.—Lewis J. Moorman, M.D. 


ESSENTIALS OF MEDICAL RESEARCH. Wallace 
Marshall, M.D., Introduction by Thurston Welton, 
M.D., New York. Vantage Press. 1953. 

Price $3.00. 

Introducing this handy little volume, Thurston Wel 
ton, M.D., Editor of the American Journal of Surgery, 
Says: 

‘All who write scientific papers do so because they 
have done some type of research. It may be based on 
laboratory or clinical investigation. If an author has 
lone thorough work and knows the art of presenting 
the results of that work | 
ng will be published for others to read. Alas! In many 


y the written word, his writ- 


nstaneces the research has been superficial, a rehash, in- 
ept, and the writing not worthy of a seventh-grade 
schoolboy. We sugest that all young phyisicans read 
what Dr. Marshall has to offer, and then read other 
works along similar iines. The result: much drudgery 
will be taken from the day’s work, routine affairs will 
become an absorbing stimulation, and the practice of 
medicine and general standard of medical literature will 
be raised to a much higher plane of excellence.’’ 


Current Activities at the Oklahoma 
Medical Research Foundation 


Dr. Charles D. Kocha- 
kian, who was formerly 
Associate Professor of 
Physiology of the Univer- 
sity of Rochester School of 
Medicine and Dentistry, 
Rochester, New York, was 
recently appointed as act 
ing Director of the Oklahoma Medical Research Institute 
ni Hospital. He joined the staff in January, 1951. 

Doctor Kochakian is an endocrine physiologist and 





physiological chemist who is internationally known for 
his work on hormones, enzymes, nutrition and growth. 
He has served as a member of the Panel on Hormones, 
of the Committee on Growth, of the National Research 
Council. He is also a member of the Panel of Appraisers 
if the Handbook on Biological Sciences. He was awarded 
the Claude Bernard Medal and appointed a visiting 
Claude Bernard Professor of the Institute of Experi 
mental Medicine and Surgery of the University of Mon 


treal on April 27 and 28, 1950. He is also an Associate 
of the Roseoe Memorial Laboratory, Bar Harbor, Maine. 

Deetor Kochakian was born in Haverhill, Mass. He 

ceived his A.B. and A.M. degrees in organic chemistry 
from Boston University, and received his PH.D. in phy 
siological chemistry from the University of Rochester, 
Rochester, New York. He is a member of a number of 
itional societies. 

In Oklahoma he is continuing his research on hor 
nones and growth. In addition, he is in charge of a 
Central Research Laboratory which is being developed 
n the Institute and supervises the facilities for animal 
xperimentation as well as the Graduate Training Pro- 
gram. Doctor Kochakian has an appointment as Profes- 
sor of Research Biochemistry in the University of Okia- 
ema School of Medicine. 
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Here is a treatise not too short to be useful, not too 
long to be practical and not too dogmatic to be intrigu- 
ing. It represents the type of writing that guarantees 
easy reading and presents well washed nuggets of nego- 
tiable knowledge. 

Strange as it may seem, this small volume contains 
the essentials of research for all who are interested in 
the progres of science from the medical student up to 
the general practitioner and from the general practi 
tioner down to the streamlined specialist. 

The author has progressed from chemist, research 
worker, discoverer and teacher to general practitioner. 
He writes from the vantage point of general practice 
where konwledge resulting from scientific research is ap 
plied for the benefit of the patient. 

The random choice of a few titles from the 29 short 
chapters sugests what is in store for those who read the 
book: ‘‘The Art of Creating,’’ ‘‘Importance of Re 
‘Publicity and Ethics,’’ 
‘* Originality, Imagination, and the Five Senses,’’ ‘‘ Im 


search in Training Students,’’ 


portance of Properly Controlled Studies,’’ ‘*‘How to 
Plan Your Research,’’ ‘‘ How to Review the Literature,’’ 
‘*Proper Collection and Presentation of Data,’’ ‘‘ Medi 
eal Statisties,’’ ‘How to Prepare Your Report,’’ and 
‘*Submitting Your Data for Publication.’’ 

The reviewer, who happe ns to be on the Editorial 
Board of the Journal recommends that every member 
of the State Medical Association read the chapters on 
preparation of data for publication. Lewis J. Moorman, 
M.D. 


Announcements 


OKLAHOMA STATE RURAL HEALTH CONFER 
ENCE, Oklahoma City, Skirvin Hotel, September 8-9 

SOUTHWESTERN SURGICAL CONGRESS. Salt 
Lake City, September 21-23 

OKLAHOMA CITY CLINICAL SOCIETY. Oklahoma 
City, Biltmore Hotel, October 26-27-28-29 

SOUTHERN MEDICAL ASSOCTATION, Atlanta, 
Georgia, October 26-29. 

OKLAHOMA STATE HOSPITAL ASSOCIATION, 
Tulsa, Mayo Hotel, November 10-13. 

A.M.A. INTERIM SESSION, St. Louis, December 
1-4 

OKLAHOMA ACADEMY OF GENERAL PRAC 
TICE. Tulsa, Tulsa Hotel, February 15-16, 1954, 

OKLAHOMA STATE MEDICAL ASSOCIATION, 
Oklahoma City, Municipal Auditorium, Oklahoma City, 
May 10-11-12, 1954. 

AMERICAN COLLEGE OF SURGEONS. Chicago, 
October 5-9, Conrad Hilton Hotel. 

PAN AMERICAN MEDICAL WOMEN’S ALLI 
ANCE. Fourth congress, Beekman Towers Hotel, First 
Avenue and 49th St., New York City, September 24 
through October 1. Registration should be mailed to 
Ina A. Marsh, M.D., 140 Linwood Ave., Buffalo 9, 
New York. 

AMERICAN COLLEGE OF PHYSICIANS. Regional 
meeting, Tulsa, Mayo Hotel, September 19. Complete 
program appears elsewhere in this issue. 

AMERICAN UROLOGICAL ASSOCIATION, New 
York City, Waldorf-Astoria, May 31—June 3, 1954. For 
further information concerning the meeting and the 
essay award write the Executive Secretary, William P. 
Diduseh, 1120 North Charles Street, Baltimore, Mary- 
land. All essays must be in his hands by February 1, 
1954. 
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YES, the A.M. A. Council Seal 


is awarded without payment 





of any fee 





or cbligation to advertise. 


The manufacturers submit their products on a purely voluntary basis. 
The evidence is reviewed—the claims are checked—the chemical 
laboratory makes the necessary tests and the results are examined by a 
critical group of physicians in various fields of medicine. 
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If the product is found satisfactory and necessary conditions are met, 
it is awarded Council Acceptance. This intensive examination by the 
Council is made without fee from the manufacturer—there is no pay- 
ment of any sort made. The Council's actions are based on purely the 
available evidence—not any financial consideration. 
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If anyone tells you “they cannot afford Council Acceptance for their 
product,” you can discount it 100%—the chances are that members of 
his firm are not familiar with Council Rules or Standards, or did not 
realize that the product could be acceptable to the Council. 


This is one of a series of ad- 
vertisements designed to explain 
the Councils’ functions to you. 








